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Clinical excerpts | Use of meprobamate 
in chronic 
psychiatric »». 
patients 


(hospitalized patients—all 


brought symptomatic disease 

relief to 105 of 145 
psychiatric patients — DIAGNOSIS 
“representative 
of the entire oe 
hospital population,” NON-PARANOID 36 
70 of whom DEPRESSION 
obtained pronounced PSYCHOTIC t 


to moderate relief." NEUROTIC TENSION 31 


1.Graffagnino, P. N., Friel, P. B AGITATION 
and Zeller, W. W.: Emotional CHARACTER DISORDERS 
disorders treated with 

meprobamate and promazine. OTHERS OTHERS 
Connecticut M. J. 21:1047, | 
Dec. 1957. _ TOTALS TOTAL 


NO. OF NO. NO. 
PATIENTS IMPROVED 


OW } patients « facilitates psychotherapeutic 

rapport improves disturbed ward be- 

the original meprobamate havior « suitable for prolonged therapy 


discovered and «no liver or renal toxicity reported » free 


introduced of autonomic effects. 
by 


Wy, WALLACE LABORATORIES 
New Brunswick, N. J. 
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in a new dosage form... 
to simplify treatment 
of anxiety states 


perphenazine 


the Repetab woy 


Availability of TRILAFON REPETABS now makes it easier to achieve smooth and 
sustained control in anxious, tense or psychoneurotic patients. Each 8 mg. 
REPETAB provides a full 4 mg. of TRILAFON for rapid onset of relief plus a second, 
timed 4 mg. dose for prolonged all-day benefits. 


No need for the agitated patient to be concerned about complicated dosage directions. 
Just one TRILAFON REPETAB in the morning and another in the evening will carry 
the average patient through a full day and night. 


TRILAFON® REPETABS"—8 mg., bottles of 30 and 100. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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ysychotic 


CHEMICALLY IMPROVED-— beneficial proper- 
ties potentiated . . . unwanted effects reduced, 
through modification of the phenothiazine struc- 
ture 


PHARMACOLOGICALLY IMPROVED-—en- 
hanced potency with far less sedative effect 


CLINICALLY IMPROVED-— does not oversedate 
the patient into sleepiness, apathy, lethargy... 
active and rapid in controlling manic excitement, 
psychotic agitation and panic, delusions and hal- 
lucinations, hostility, and intractable behavior... 
drug-induced agitation minimal 


IN EXTENSIVE CLINICAL EXPERIENCE — 
SINGULARLY FREE FROM TOXICITY 


IN SCHIZOPHRENIA/ MANIC STATES/ PSYCHOSES ASSOCIATED 
WITH ORGANIC BRAIN DISEASE 


effects smooth and rapid control of psychotic symp- 
toms ————> facilitates insight _ permits 
early introduction of psychotherapy ————_» _im- 
proves patient-personnel relationship —~» hastens 
social rehabilitation 


Squibb Triflupromazine Hydrochloride 


the new, improved agent for better 
management of the psychotic patient... 
with greater freedom from toxicity 


DOSAGE: 
Oral route—usual initial dosage, 25 mg., t.i.d. Adjust 
dosage according to patient response. (Observe caution 
in giving daily oral doses in excess of 300 mg.) 
? Intramuscular route—suggested dosage, 20 mg., t.i.d. (Ob- 
serve caution in exceeding daily intramuscular doses of 
150 mg.) 
(See package insert for additional information) 
Oral Tablets: 10 mg., 25 mg., 50 mg. press-coated tablets 
in bottles of 50 and 500 
Parenteral Solution: 1 cc. ampuls (20 mg./cc.) 
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SVESPRIN’ 1S A SQUIBB TRADEMARK SQUIBB The Priceless Ingredient 
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With modern therapy epileptics enjoy a freedom undreamed of even 


20 years ago. This has stemmed in part from a finer knowledge 


of the disease and more effective help from the antiepileptic 


drugs. Presented here ave five distinguished anticonvulsants 


that will help you give your patients that most precious of all 


gifts: 


a normal life. 


Our literature on our anticonvulsants 


has been newly revised...won't you write for a copy? Obbrott 


ANTICONVULSANTS BY ABBOTT 


PEGANONE® 
(Ethotoin, Abbott) 


Newest of Abbott's anti- 
convulsants ... a new hy- 
dantoin of exceptionally 
low toxicity for grand mal 
and psychomotor seizures. 


PHENURONE® 
(Phenacemide, Abbott) 


Used with discretion, will 
often prove successful 
where all other therapy 
fails in treating psycho- 
motor, grand mal, petit 
mal and mixed seizures. 


GEMONIL* 
(Metharbital, Abbott) 


An effective drug with low 
toxicity for treating grand 
mal, petit mal, myoclonic 
and mixed seizures symp- 
tomatic of organic brain 
damage. 


Vill 


TRIDIONE® 
(Trimethadione, Abbott) 
PARADIONE® 
(Paramethadione, Abbott) 


Two eminently successful 
anticonoulsants for symp- 
tomatic control of petit 
mal, myoclonic and 
akinetic seizures... 
Tridione will often work 
where Paradione won't 
and vice versa. 
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In a mental hospital, 
THORAZINE’* SPANSULE? capsules 


... provided increased patient response 


... saved time for hospital personnel 


e Ina preliminary study' of the “Thorazine’ Spansule capsule, many patients 
showed increased response to the sustained, 10- to 12-hour therapeutic effect 
provided by a single daily dose. 


On one ward, “Thorazine’ Spansule capsule administration produced a saving in <5 
time of 2 hours.' Thus, the nursing staff had extra time for more productive be 4 

nursing operations. 


Smith Kline & French Laboratories, Philadelphia 


1. Vasconcellos, J., and Kurland, A.A.: Dis. Nerv. System 19:173 (April) 1958. 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. ef 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. aa 
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HELP PSYCHIATRIC PATIENTS TALK 


“,..it has been found most valuable in helping the 


patient to express himself during psychotherapeutic 


interviews.” 


“NEW PARENTERAL ita i n 


10 to 15 adaeten before interview hydrochloride 
(methylphenidate hydrochloride CIBA) 


SUPPLIED: Multiple-dose Vials, 10 mi., 
each vial containing 100 mg. Ritalin hydro- 
chloride in lyophilized form, accompanied 
by a 10-mI. vial of sterile solvent. 

ALSO AVAILABLE: Oral Ritalin in tablets 
of 5, 10 and 20 mg. 


*Waggoner, R. W.: Personal communication. 


CIBA 


SUMMIT, N. J. 2/2s16mx«! 


{ 
‘ 
- New Parenteral Ritalin helps patients to verbalize and - 
makes them more cooperative. Onset 
. of action is rapid. The mental alertness of patients is | 
. 
sharpened in as little as five minutes. 
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WHEN 

A MAN IS A 
WHIRLWIND... 
CALM THE 


EMOTIONAL 


STORM 


The paranoiac’s psychotic turmoil is 

promptly relieved with Pacatal. His restlessness, 
hyperactivity and other manifestations of 
agitation can all be brought under control'* 

and replaced by more normal patterns. 
PACATAL... 

* “normalizes” thinking and emotional responses 
* calms without “flattening,” keeps patients alert 
* elevates the mood instead of sedating the patient 
complete literature available on request 


References: 

1. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dee.) 1956. 

2. Bruckman, N., et al.: Am. J. Psychiat. 114:262 (Oct.) 1957. 
3. MaeGregor, J. M.: South African M. J. 30:1108 (Nov. 17) 
1956. 4. Sarwer-Foner, G. J.. and Koranyi, E. K.: Canad. 

M. A. J. 77:450 (Sept. 1) 1957. 
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optimism and cooperation 


are encouraged by 


Methedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 


Il b ‘Methedrine’ brand Methamphetamine Hydrochloride, 
wt e 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


By purroughs Wellcome & Co. (U.S.A.) Ine. Tuckahoe 7, New York 
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When your patient succumbs to mild depression 


between office visits . . . 


‘Dexedrine’ is often helpful, and your patients will appreciate 
the gentle stimulation of this “‘standard antidepressant.” 


* 

WDexedrine (dextro-amphetamine sulfate, S.K.F.) 
is available as tablets and elixir and (in three strengths) 

as Spansule* sustained release capsules. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. OFF. 
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Ai Clinically confirmed 
ep rO in over 1,200 
documented 
case histories’* 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


> restores natural sleep 
> reduces depressive rumination and crying 


> often makes electroshock unnecessary 
Alexander reports 57% recovery within 
an average of eight weeks.’ 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


> causes no excessive elation 
produces no liver toxicity Besage: Usual start- 
does not interfere with other drug therapies '"* tablet 


q.i.d. When necessary, 
this dose may be grad- 
Deprol is unlike central nervous stimulants ually increased up to 


3 tablets q.i.d. 
does not cause insomnia 
Composition: Each 


> produces no amphetamine-like jitteriness tablet contains 400 
i mg. meprobamate and 

> does not depress appetite 1 mg. 2-diethylamino- 
ethyl! benzilate hydro- 

> has no depression-producing aftereffects chloride (benactyzine 


> can be used freely in hypertension and eo oa 


in unstable personalities 50 scored tablets. 


1. Alexander, L.: Chemotherapy of dep Use of b with benactyzine (2-diethylaminoethy! benzilate) 
hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories 


éo-tans Literature and samples on request (yy WALLAce LABORATORIES, New Brunswick, N. J. 
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‘Compazine’ Spansule capsules provide: 


e Timesaving administration in the hospital—only one or 
two doses daily. 


¢ Rapid onset of action—as fast as tablet medication. 
e Sustained therapeutic effect—continuous action for 10 to 
12 hours. 


NEW 30 mg. ‘Compazine’ Spansule capsules are especially 
useful in psychiatric patients who require 30 mg. or more of 
‘Compazine’ daily. 


Compazine* Spansule’ 


prochlorperazine, S.K.F. sustained release capsules, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 
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ICTAL AFFECT * 


DAVID DALY, M. D.? 


Many patients who are subject to seizures 
with an aura express fear or dismay at that 
time, since they know that their aura signals 
the onset of an attack, with all its distress- 
ing consequences. However, in the latter 
half of the 19th century, when the semei- 
ology of seizures was being elaborated, prin- 
cipally by the English neurologists, emotion 
was first recognized as a manifestation of 
the epileptic process itself, rather than as a 
reaction to it. In 1861 Reynolds(1) com- 
mented on one patient whose seizures were 
initiated by a feeling of “inexpressible fear” ; 
another patient reported “depression of 
spirits” as the aura. Herpin(2) described 
the attacks of one of his patients as follows: 
“Pendant ce spasme, de tristes souvenirs 
assiégeaient la patient ; il lui semblait qu’elle 
allait mourir.” Another patient said of his 
attacks: “Je suis prise, sans cause, d’une 
tristesse subite, et a l’instant méme mes yeux 
restent fixés sur un objet et ma pensée sur 
une idée qui me rapelle l’image trés-nette 
d’un ancient réve ; l’idée fixe m’absorbe telle- 
ment que quoique je regarde toujours vers 
le méme point, je ne vois plus l’objet.” 

The concept of ictal affect was explicitly 
stated by Jackson(3) in 1879. In speaking 
of seizures beginning with an epigastric 
sensation, he remarked: 


This is often accompanied or quickly followed by 
an emotion of fear; the patient may Jook frightened 
(‘startled,’ ‘guilty,’ etc.). Patients have used the 
following expressions: ‘I feel frightened,’ ‘dread,’ 
‘horror,’ ‘perfect anguish and despair. .. .’ It may, 
of course, be suggested that the fear is a normal 
fear, that the patient is naturally frightened be- 
cause experience tells him that a fit is coming on. 
Patients usually repudiate this interpretation. 


Jackson(4) reiterated his view when, in 
speaking of a patient with dreamy states, he 
said : 


1 Read at the 113th annual meeting of The Ainer- 
ican Psychiatric Association, Chicago, Ill, May 
13-17, 1957. 

2 Section of Neurology, Mayo Clinic and Mayo 
Foundation, Rochester, Minn. 


There was also an abnormal emotional state in 
some at least of A.B.’s severer attacks—fear, and a 
sense of impending death. . . . I say abnormal be- 
cause, of course, I do not mean the natural fear of 
the fit itself, but a fear which ‘comes by itseif’— 
the symptom fear. 


The relationship of emotion and dreamy 
states was re-emphasized by Crichton- 
Browne(5), who observed : 


In many cases of epilepsy that have been asso- 
ciated with dreamy mental states, the infusion in 
these states of a feeling of fear and obscure visceral 
sensations may, I believe, be made out. . . . 


One of his patients spoke of a “frightened 
belly ache” at the onset of the attack, and 
another had a “dread of being killed.” 

Gowers(6) agreed that emotions could be 
intrinsic parts of seizures. He reported 
emotions in 10 patients and wrote: “The 
emotional aurae in all took the form of 
fear—vague alarm or intense terror.” 
Gowers also cautioned on the necessity of 
distinguishing true emotional aurae from 
those instances of alarm as a natural reac- 
tion to the onset of a seizure. 

One may ask, of course: Is ictal affect a 
rare event, no more than a curiosity? Nu- 
merous references occur in the literature on 
epilepsy. The precise incidence of such at- 
tacks is difficult to determine. Lennox and 
Cobb(7), in a study of the aurae of a large 
series of patients, reported affective states 
in 6.7%. Gibbs and associates(8), in enu- 
merating the symptoms of 300 patients who 
had psychomotor seizures, listed 4 who ex- 
perienced fear. Williams(g) has made the 
most comprehensive review. He reported 
that of about 2,000 epileptic persons 165 had 
“complex feelings in the epileptic attack.” 
In turn, 100 of these patients experienced 
emotion as a part of the seizure. This figure 
of approximately 5% is in accord with that 
of Lennox and Cobb. Thus, such attacks 
are more frequent than has generally been 
recognized. 
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MATERIAL 


The present study is based on 52 patients, 
22 male and 30 female. They ranged in age 
from 10 to 62 years; 31 were between the 
ages of 20 and 49 years. Approximately 
half of the patients experienced the onset of 
seizures before the age of 20; in the others 
the ages at the onset of symptoms were dis- 
tributed about equally by decades. All pa- 
tients were examined neurologically. Rou- 
tine roentgenograms of the skull and elec- 
troencephalograms were made in all cases. 
Angiography and pneumoencephalography 
were performed when indicated. 


RESULTS 


Six patients were found to have brain tu- 
mors (in 5 instances in the temporal lobe). 
The histologic classifications were astrocy- 
toma (2 cases), oligodendroglioma (1 case), 
neuroastrocytoma (1 case) and metastatic 
carcinoma of undetermined primary site (1 
case). The one remaining patient had an 
oligodendroglioma involving the mesial sur- 
face of the posterior frontal region ; the sig- 
nificance of this will be discussed later. One 
patient had roentgenologic evidence of cal- 
cification deep in the temporal region ; how- 
ever, surgical exploration was not per- 
formed. In 3 patients aneurysms of the in- 
ternal carotid arteries located in the region 
of the sella turcica were demonstrated by 
angiography. One patient had a large arteri- 
ovenous malformation arising in the tem- 
poral lobe near the sylvian fissure. In one 
case the presence of a vascular anomaly was 
suspected, since the patient had a bruit audi- 
ble over the left eye; this bruit could be ob- 
literated by compression of the carotid artery 
on the same side. The patient declined angi- 
ography. In 4 patients atrophic lesions were 
present. In two these consisted of focal 
atrophy seen by pneumoencephalography 
and associated with focal spike discharges in 
the EEG. Both lesions involved the tem- 
poral areas. One patient had had an abscess 
of the left temporal lobe treated surgically 
10 years before. Another had post-traumatic 
porencephalia involving the frontoparietal 
region. Because of frequent focal motor sei- 
zures, the patient underwent resection of the 
cortex overlying the cyst. These seizures 
stopped, but were later replaced by another 


type associated with affect; there was then 
electroencephalographic evidence of a spike 
focus in the temporal region. 

In 24 other patients ‘electroencephalog- 
raphy gave evidence of the site of origin. 
In 13 there were discrete foci of spike dis- 
charges in the temporal region. In two pa- 
tients there were independently discharging 
foci of epileptiform activity in both temporal 
regions. Four patients had focal random 
slow waves, and 5, rhythmic discharges at 
frequencies of 4 to 7 cycles per second, aris- 
ing in one or the other temporal region. 

In one patient there were typical temporal- 
lobe seizures associated with a formed visual 
hallucination. Examination of the visual 
fields gave evidence of a homonymous con- 
gruous upper quadrantanopsia characteristic 
of a defect in the optic radiations in the 
temporal lobe. Results of pneumoencepha- 
lography were normal. 

When all available data were correlated, it 
was possible to localize the site of origin of 
the seizures in 40 of the 52 patients. In 5 
others, although all studies failed to reveal 
the site of origin of the attacks, the clinical 
pattern of the attack was typical of a tem- 
poral-lobe seizure. Thus, in only 7 patients 
was there uncertainty as to origin of the 
attacks. 


CHARACTER OF THE AFFECTIVE EXPERIENCES 


Emotions are complex phenomena, with 
many shades and nuances. The physician is 
completely dependent on the patient’s ability 
to describe and communicate these complex 
sensations, yet their verbal description may 
be difficult, even after careful introspection. 
The patient’s problem often is compounded 
by the fact that simultaneously there may be 
strange perceptual illusions which in them- 
selves almost defy description and make it 
exceedingly difficult for him to characterize 
his experience. Surprisingly, most authors 
are in agreement as to the qualities of affect 
occurring during attacks. Not all the emo- 
tions are unpleasant, a fact which was re- 
marked upon by Jackson and Stewart(4) : 

We must not, in this part of our investigation of 
epileptic paroxysms, limit inquiry to the symptom 
fear; we have to take heed of all departures from 
the patient’s ‘ordinary state of feeling’ and it must 
be well borne in mind that the departure in un- 
cinate paroxysms is in some cases towards a more 
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pleasurable, although more often towards a more 
disagreeable, state. 


Lennox and Cobb(7) noted unpleasant 
aurae in 5.5% of their patients and pleasant 
sensations in 1.2%. The most frequent emo- 
tional symptom was fear or apprehension, 
which occurred in 23 patients; depression 
was reported in 5 instances and a “sensation 
of death” in 4. Nine had pleasurable sensa- 
tions variously described as “happy,” “pleas- 
ant,” “exaltation,” “euphoria,” or “pleasant 
dreams.” 

In summarizing his concepts of temporal- 
lobe epilepsy, Gastaut(10) concluded: “Af- 
fective manifestations are represented by 
emotive experiences accompanied by emo- 
tional expression suggesting the various 
states of fear and sadness, anger and joy.” 

An exception to this concord is the state- 
ment of Penfield(11) that the only emotions 
which any of his patients described related 
to fear or terror. In his extensive experi- 
ence with both spontaneous seizures and the 
effects of electrical stimulation of the cortex, 
he had not observed emotions such as anger, 
joy, pleasure or sexual excitement. 

Williams(9) has expressed the opinion 
that all ictal affect is limited to a few states 
which he classifies as fear, depression, “‘un- 
pleasure” and pleasure. My experience with 
these patients had lead me independently to 
essentially the same conclusion. Other quali- 
ties of emotion may occur, but they are so 
rare as to merit special consideration. 


FEAR 


Fear is the emotion most commonly de- 
scribed. The fear may range from intense 
terror verging on panic to feelings of anxiety 
or apprehension, to even less clearly defined, 
discomforting states which seem akin to fear 
in their quality, but for which the term “un- 
pleasant sensation” is perhaps best. 

Examples of intense fright have been re- 
ported by Macrae(12). His patients used 
such descriptive phrases as “a horrible feel- 
ing of terror,” “a terrible fear . . . it is out 
of this world,” or “a feeling as though some- 
thing terrible were going to happen.” 

Similar degrees of intense terror were de- 
scribed by 2 patients of Liddell(13). One 
patient commented: “I'd rather have a hun- 
dred fits than this sensation.” The other pa- 


tient had contemplated suicide because of 
the intensity of fear during the aura. 

It has been generally agreed that the tem- 
poral region is the site of origin of these 
discharges. Bonnet and Courjon(14) spoke 
of “les sentiments d’angoisse paroxysmique 
avec projections viscérales multiples” and of 
“les sentiments de malaises divers souvent 
difficile 4 définir (étrangeté, tristesse, déper- 
sonnalisation, déja vu ou déja entendu).” 
These authors gave no details of the nature 
of these attacks, but regarded them as origi- 
nating in the temporal lobe. Paillas and co- 
workers(15) included among the varieties of 
temporal-lobe seizures attacks consisting “de 
sentiment d’angoisse ou d’étrangeté.” Macrae 
(16), in his observations on 44 patients, 
noted that the most commonly associated 
aurae were psychic and epigastric sensations, 
suggesting an origin deep in the temporal 
lobe. 

Confirmatory evidence comes from the 
work of Magnus and co-workers(17), who 
studied 34 patients with masticatory sei- 
zures. Fear or frightening thoughts were 
described as part of the seizures by 8 pa- 
tients. In 5 patients, these were the initial 
phenomena of the attack. Three others com- 
plained of substernal sensations that were 
“fearlike.” Craniotomy was done on 5 pa- 
tients who had affective aurae ; the epilepto- 
genic focus was considered to be at the 
base and tip of the temporal lobe in 3 of 
these, in the island of Reil in one and in the 
uncus in one. 

In my series, 25 patients reported fear and 
14 reported feelings of anxiety or other un- 
pleasant sensations which they felt to be akin 
to fear. In some patients, the fear was an 
abrupt eruption of amorphous primordial 
emotion, variously described as “terror” or 
“panic.” 

Case 1.—An intelligent, 42-year-old newspaper 
editor described his attacks as follows: “There was 
a feeling of impending disaster. It’s a horrible sen- 
sation; I can’t describe it; a feeling that I am 
going stark, raving mad.” This was succeeded by 
staring, and incoherent speech. Angiography dis- 
closed an aneurysm at the junction of the right in- 
ternal carotid and middle cerebral arteries. Crani- 
otomy revealed evidence of old and recent bleeding 


on the medial surface of the temporal lobe and 
posterior portion of the frontal lobe. 


Another patient was so engulfed by fright 
that she was literally immobilized. She said, 
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“T can’t even speak; the terror won't let 
me.” Another patient said of her fear, “I’m 
afraid. I don’t know of what, but it’s hor- 
rible.” Other patients speak of a sense of 
impending doom or even death. At times 
panic evoked a primitive impulse to flee. 


Case 2.—An 18-year-old girl had suffered from 
seizures for the preceding 5 years. The attacks be- 
gan with a sudden welling-up of intense fear and a 
feeling of loneliness. She then would run to the 
nearest person and clutch him or her tightly. After 
a few seconds, she would stare, become unrespon- 
sive and exhibit masticatory movements, after which 
she appeared confused, and behaved in an auto- 
matic manner. She had had generalized convulsions 
on two occasions. An electroencephalogram re- 
vealed a focus of random, irregular slow waves 
with a frequency of 2 to 3 cycles per second; this 
focus was located in the right temporal region. 
Pneumoencephalography and angiography were 
recommended, but she declined them. 


In other instances the emotion is less in- 
tense and the patient may use the words 
“anxiety” or “apprehension” to characterize 
his feeling. 


Case 3.—A 40-year-old lawyer had experienced 
two generalized convulsions in the year prior to 
being examined at the clinic. For the preceding 2 
months he had experienced brief episodes de- 
scribed as follows: abruptly and without warning 
he would have a “feeling of anxiety”; he could de- 
scribe this only as a vague sensation that some- 
thing unpleasant might be going to happen. He 
then would note an unfamiliar “neutral” taste, 
which was neither pleasant nor unpleasant. He 
would perspire and feel an unpleasant burning or 
tingling in the nose. This sensation descended 
through the nose and throat into the thorax, which 
signaled the end of the attack. These episodes 
_lasted less than a minute, occurred paroxysmally 
and were inappropriate to the immediate situation. 
Roentgenograms of the skull disclosed a curvilinear 
calcification lying in the parasellar region to the 
right of the midline. Angiography revealed a large 
aneurysm, with extension posterior to the calcific 
ring (fig. 1, faces p. 104). 

A young woman reported that she felt 
“tense and anxious” at the onset of her at- 
tacks. Her mother observed that for 2 to 3 
minutes the girl would be “irritable and 
fidgety”; without reason she might abruptly 
turn off the radio. This irritability was as- 
sociated with an unpleasant but indescribable 
sensation in the epigastrium. Her mother 
would note profound pallor, followed by 
staring, swallowing motions and incoherent 
speech, Other patients may use terms to in- 
dicate that the experience is unpleasant, al- 
though they do not specifically speak of 


anxiety. In some instances, on direct ques- 
tioning, the emotion appears akin to fear or 
anxiety. One patient spoke of a “strange 
oppressive feeling.” Another woman de- 
scribed her sensation as a “strange, awful 
feeling in the stomach.” Still another pa- 
tient said there were “chills running up my 
spine.” One woman had attacks of nausea 
and flushing with a memory “like a dream” 
of a woman with whom the patient had 
worked. An emotion accompanied this which 
the patient described as “distasteful.” 

Williams(g) has suggested that fear is re- 
stricted to lesions involving the anterior half 
of the temporal lobe, whereas pleasure and 
“unpleasure” occur primarily when posterior 
temporal lesions are present. In many of 
my patients it seems difficult to distinguish 
between unpleasant sensations and anxiety, 
so that such a precise anatomic localization 
may not be justified. 


DEPRESSION 


Depression is a relatively rare manifesta- 
tion of ictal affect. Interictal affective dis- 
turbances are not uncommon, particularly in 
patients with seizures arising in the temporal 
lobe. Prolonged prodromes of emotional dis- 
turbances also may occur in such patients. 
However, in some patients a transient epi- 
sode of depression may be associated with 
the onset of the attack. In contrast to the 
other emotions, Williams(9) points out that 
depression may persist for a considerable 
period after the attack is over. 

Weil(18) reported in detail on anxiety 
and depression as ictal phenomena. Seven 
of his patients had ictal depression lasting 
from several minutes to 14 days. In spite of 
the unusually long duration of the symptoms, 
Weil considered that the symptoms were 
manifestations of epileptic discharge. Four 
other patients exhibited paroxysmal anxiety. 
All 11 patients were found to have epilepto- 
genic foci in the temporal lobes. 

Depression was reported in 5 of my pa- 
tients, but it is interesting that in only one 
patient was depression the sole emotion. 


CAsE 4.—A _ 59-year-old woman had seizures 
which began when she was 41 years old. Usually, 
they were minor, but on 3 occasions they had pro- 
gressed to generalized convulsions. The attacks 
consisted of “ a homesick feeling” in the epigas- 
trium associated with a sense of sadness. She 
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smelled an odor “like blood,” and would note pal- 
pitation and pallor. During this time she felt that 
she must recall some particular event, but she did 
not know what it was and could not otherwise de- 
scribe it. An electroencephalogram revealed a focus 
of slow spike discharges in the right temporal 
region. 

A veterinarian noted that his attacks began 
with a metallic taste and a feeling of un- 
reality. Associated with this was a sense of 
apprehension and depression. A 34-year-old 
woman had had an abscess of the left tem- 
poral lobe treated surgically elsewhere 10 
years before. Her minor attacks began with 
a feeling of fear which she described as 
“dreadful and awful.” This was accom- 
panied by a flushing and nausea, and was 
quickly succeeded by a feeling of deep de- 
pression which would persist for several 
hours. Electroencephalography revealed a 
spike focus in the left temporal region. 

Jackson (4) has commented on the replace- 
ment of pleasurable aurae by depression. 
This was the situation in one patient (case 5) 
whose history will be reported in the section 
on pleasurable aurae. In the last patient 
there was an interesting simultaneous occur- 
rence of feelings of pleasure and depression. 
He was a 24-year-old man who had a por- 
encephalic cyst of the frontoparietal region, 
which has been described previously. His 
emotions were difficult to characterize, but 
he had a feeling of sadness which at the 
same time was somehow pleasant, perhaps 
akin to Juliet’s “sweet sorrow.” During this 
time he wanted to call out to someone to 
come and be near him, yet he was reluctant 
to do so, since the episode might terminate in 
a convulsion which he did not wish anyone 
to witness. During the attack palpitation, a 
sense of distress within the thorax and a 
hollow feeling in the epigastrium were ex- 
perienced. As was previously mentioned, 
electroencephalography revealed a focus of 
spikes in the left temporal region. 

The reason for the prolongation of the 
sense of depression is not clear. It may be 
pointed out that depression normally is a 
more sustained alteration of affect than is 
fear, which often is associated with a spe- 
cific event and hence is more circumscribed. 


PLEASURE 


Pleasure is not a rare ictal event, although 


it has received relatively little attention. 
Wilson(19) commented : 

Now and then one comes across a case where the 
subject declares that his attacks have been actually 
pleasant, or at least have been associated with, or 
left in his mind, the impression of exhibiting some 
element of a distinctly pleasurable kind. 

He referred to 3 patients who were subject 
to such affective seizures. The first patient 
described her attacks as a “dream of de- 
light.” The second patient said, “I felt that 
I had been away somewhere in a pleasant 
dream, which I was enjoying to the full.” 
It is of interest that this patient later had 
this pleasurable aura replaced by attacks be- 
ginning with a feeling of dread or apprehen- 
sion, thus confirming Jackson’s comments on 
the sequential alteration of affect. Wilson’s 
third patient, in speaking of the attack, said, 
“T used rather to welcome it, as a not un- 
pleasant feeling.” 

In 1952, Mulder and I(20) reported on 
paroxysmal affective disturbances in 15 pa- 
tients who had lesions of the temporal lobe. 
In 4 patients the affect was pleasant. Reports 
of the condition of 2 patients were in- 
cluded. An alternation of affect during the 
attack occurred in one of them; the initial 
emotion was a pleasant feeling. The second 
patient had seizures beginning with a pleas- 
ant epigastric sensation. She was observed 
in an episode of spontaneous automatism 
during which she was euphoric and talkative. 
When asked how she felt, she replied, “Won- 
derful!” 

Subirana(21) described 2 patients who 
experienced pleasurable aurae. One patient 
noted “a feeling of an extraordinary beati- 
tude,” and the other had attacks beginning 
with “a feeling of indescribable happiness.” 
The first patient had a deep-seated glioma of 
the temporal lobe. 

Williams(g) noted a pleasant-feeling tone 
in 9 patients. It was described in such terms 
as “elation,” “pleasure,” “satisfaction,” glad- 
ness” and so on. In his patients it was fre- 
quently associated with visual hallucinations 
or perceptual changes. 

Laughter has received relatively little at- 
tention as a manifestation of ictal emotion. 
Recently I(22) have, with Mulder, reported 
on 2 patients who experienced laughter as a 
fixed part of their attack. On the basis of 
the pattern of the attacks in these patients, 
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we concluded that the laughter was an ictal 
event and not a postictal release. Evidence 
of disease of the temporal lobe was present 
in both these patients, one of whom had a 
tumor. 

Ironside(23), in reviewing disturbances of 
laughter as manifestations of neurologic dis- 
ease, reported several instances of ictal 
laughter. 

Twelve patients of the present series re- 
ported pleasurable emotions during the aura. 
The patient in case 5, as was previously men- 
tioned, observed a pleasurable sensation 
which ultimately was succeeded by a feeling 
of depression. 


Case 5.—A 36-year-old man had been in good 
health until 3 years before, when he experienced 
his first attack. He recalled the circumstances well, 
describing them as follows. He was driving in his 
automobile with his children, and stopped at a 
traffic light. Suddenly the sunlight appeared to be 
more intense, and he felt that his perceptions were 
unusually acute. It seemed to him at the moment 
that he had viewed this same scene before, al- 
though in some strange way it was in a different 
place and in different circumstances. Sounds be- 
came distant. He was nauseated, sweated and had 
an urge to defecate. At the same time he felt that 
he somehow was dissociated from his body, and 
was looking down on the scene. During this epi- 
sode he experienced a pleasurable emotion which 
he said was like that “you have on a sunny day 
when your friends are all around you.” This sei- 
zure was brief, and apparently his behavior at- 
tracted no attention. During the next few months, 
these attacks occurred infrequently. During some 
of them, his face or other portions of the body 
tingled. Because of the persistence of these attacks, 
he consulted his family physician, who referred him 
to a neurologist. Electroencephalograms were said 
to show a disturbance of function in the temporal 
region, but a pneumoencephalogram was interpreted 
as giving normal results. He then was given anti- 
convulsant medicaments. The attacks continued, 
and became associated with an unpleasant emotion. 
He said, “It’s like being in an old empty house on 
a dark rainy day, or like being in a deserted office 
building. It’s a feeling of being alone.” 

This man was referred to the clinic for additional 
studies about 30 months after the onset of his symp- 
toms, Pneumoencephalography was repeated. It re- 
vealed a slight shift of the ventricular system to 
the left, with a deformity of the temporal horn. 
Craniotomy was done, but a tumor could not be 
identified. The patient returned 9 months later, at 
which time signs of increased intracranial pressure 
had developed. A grade 3 astrocytoma was found 
in the depths of the right temporal lobe. Decom- 
pression was done and the patient was treated with 
radioactive cobalt. During this therapy, a severe 
headache developed abruptly and shortly thereafter 
he lapsed into coma and died. Necropsy (per- 


formed by Dr. George P. Sayre) revealed an infil- 
trating astrocytoma arising on the medial side of 
the right temporal lobe (fig. 2, faces p. 104). 

Other patients described similar pleasura- 
ble sensations. One man, who also had a 
tumor of the temporal lobe, usually had gus- 
tatory hallucinations, although olfactory hal- 
lucinations occasionally occurred. Either of 
these was pleasant and followed by what he 
termed ‘a nice, quiet, far-away feeling; 
everything is so quiet and I can see only what 
is ahead.” At such times he felt “easy-going 
and confident.” Another man, in describing 
the onset of his attacks, said: “Everything is 
rosy”; he also spoke of feeling serene or 
peaceful. He was seen to become pale, make 
masticatory movements and become con- 
fused. Afterward, he was aphasic, and ex- 
hibited weakness of the right side of the face. 

Two patients related their pleasurable sen- 
sations to the epigastrium. One young 
woman spoke of “a warm, butterfly feeling” 
in the epigastrium, associated with pallor and 
a sensation of hunger; automatic behavior 
followed. A farmer’s attacks began with 
nausea and a burning sensation in the epigas- 
trium, succeeded by a pleasant feeling “like 
whisky taking effect.” 

Two other patients had hallucinatory phe- 
nomena that could be recalled after the sei- 
zure. A man’s episodes began with a pleasant 
but unrecognizable aroma, and during this 
time he had “just a very pleasant feeling.” 
This was succeeded by what he termed “a 
dream.” He could recall little of it after- 
ward, but said it had “no conversation and 
no scenery.” A woman observed nausea, fol- 
lowed by a “freezing sensation” that passed 
over her entire body. Everything appeared 
strange and unfamiliar. She saw a feature- 
less woman wearing a pink hat. Her emo- 
tion during this time was one of pleasure, 
and she said: “I rather enjoy the spell.” 

One patient reported the unusual occur- 
rence of a pleasurable aura to her minor at- 
tacks and a feeling of fear at the onset of 
major attacks. She said of the minor at- 
tacks that they began with a “relaxed” feel- 
ing. This would usually persist long enough 
for her to walk into the back of the store 
which she and her husband operated. After 
this there was a feeling of remoteness and a 
sense of unreality. She would be unable to 
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speak, and finally would become automatic. 
The generalized convulsions began with a 
feeling of intense fright, “like I’m going to 
die.” This was associated with the feeling 
that the blood was draining away from her 
and that she was short of breath. The cause 
of the attacks, which had been present for 
14 years, could not be determined. 

The association of pleasure and visual hal- 
lucinations was not frequent in this group 
of patients ; only 3 reported visual hallucina- 
tions. However, autonomic events, includ- 
ing nausea, sweating and pallor, occurred 
almost uniformly. Frequently, these auto- 
nomic phenomena were not appropriate to 
the quality of the emotion; nausea, for ex- 
ample, is not a customary accompaniment of 
pleasure. These observations emphasize that 
vegetative activity, although a concomitant 
of affect, is not its essence. 


MISCELLANEOUS EMOTIONS 


The sensations just described so regularly 
constitute ictal affect that other forms of 
emotion merit almost individual attention. 
Rage, although it has been the subject of 


frequent speculation, actually is only rarely 
reported as a manifestation of ictal dis- 


charge. Williams(g) observed fury only 
once, and in the patient concerned its exact 
significance seemed uncertain. Mulder and 
I(20) described a patient who interpreted 
his emotion during the aura as a feeling 
of anger. Jackson(24) mentioned a “look 
of indignation” in one patient. This paucity 
of references suggests that anger is an infre- 
quent ictal emotion. 

Sexual sensations seem equally rare. 
Erickson(25) has reported an instance of 
nymphomania associated with a meningioma 
in the parasagittal region. He interpreted 
this to be the consequence of irritation of the 
cortical area involved in somatic genital sen- 
sations. However, a review of the history 
suggests that there was an intense affective 
component present during the seizures, and 
that this affect carried the sexual connctation 
in the absence of specific genital sensations. 
Ictal somatic sensations in the genitalia are 
rare, but they can occur without any affec- 
tive coloring. I have observed one patient 
who experienced tingling of the testicles as 
an aura to his attack ; this was without affec- 
tive accompaniment. Another patient de- 


scribed paraesthesias of the labia, likewise 
without affective quality. However, my col- 
leagues and I(26) noted one patient who 
experienced genital sensations which she in- 
terpreted as being similar to those of or- 
gasm. Gastaut and Collomb(27) have made 
similar observations, pointing out that only 
a few patients experience erotic sensations 
as the aura to their attacks. Thus, if somatic 
genital sensations are distinguished from 
erotic affective experiences, the latter seem 
to be relatively rare, but may occur and 
represent ictal discharges. 

Hunger and thirst are not customarily 
classed as emotions, and are not included in 
this discussion. Occasionally, they may oc- 
cur as parts of an epileptic aura. They seem 
as rare as instances of anger or sexual sen- 
sation. 


AFFECTIVE ELABORATIONS 


In general, the emotions described as 
manifestations of epileptic discharge are dif- 
fuse and undifferentiated. In many instances 
they represent a sudden welling-up of raw 
emotion inappropriate to the immediate situ- 
ation. However, at times the emotional 
quality becomes associated or integrated into 
the patient’s immediate environment ; it be- 
comes as it were “externalized.” 


Case 6.—An 18-year-old girl had been subject to 
seizures since the age of 2 years. When she was 
very young, she would hold her hands over her ab- 
domen and double up. Her parents noted that she 
would be pale, and have a frightened expression. 
Then she would seem confused; occasionally these 
attacks terminated in a generalized convulsion. As 
she became older, at the onset of her attacks, she 
would often run to her parents, crying out, “I’m 
going to die.” During the few years prior to the 
time we saw her she described her attacks as fol- 
lows: she might be looking at any object when it 
suddenly assumed a frightening quality which was 
totally inappropriate to the nature of the object. 
Simultaneously, she had a feeling of being “ashamed 
and guilty.” If she looked away, the intensity of 
the emotion decreased, but if she returned her gaze 
to the object the emotion returned to its former in- 
tensity and then slowly increased until she lost 
consciousness. On occasion she believed she had 
aborted an attack by gazing away into space. Usu- 
ally, however, this emotion was followed by pallor 
and a period of staring and unresponsiveness, with 
purposeless behavior. An EEG showed no abnor- 
mality, and the cause of her attacks was not de- 
termined. 

This patient’s attacks are rather reminis- 
cent of the patient of MacLean(28), who 
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experienced a feeling of fright in his stomach 
and a conviction that someone was standing 
behind him. This fear was intensified when 
the patient looked to see if indeed someone 
was behind him. 

Another patient, whose pneumoencephalo- 
gram showed evidence of atrophy in the left 
temporal region, was subject to attacks which 
would begin with a feeling of inexplicable 
fear and a sense of apprehension. During 
this time he would be aphasic and unable to 
speak or to understand the conversation of 
those around him. Yet, although he could 
not understand their speech, he was con- 
vinced that the talk of other persons was 
derogatory to him. Another man, who was 
found to have a tumor situated deep in the 
temporal region, had attacks of nausea and 
an epigastric sensation “like a bag full of 
worms.” He would become ashen, sweaty 
and fearful, and rush about the house lock- 
ing all the doors. 

Three patients more explicitly expressed 
fears of external attack. A young girl said 
of her seizures that they began with a sense 
of fear and a feeling that “a man is going to 
grab me”; a 10-year-old boy described an 
almost identical experience, saying he felt 
“as if some men were after me.” In another 
man the form of the projection of his fright 
depended on his circumstances. If he was 
in a brightly lit room with people present, 
he felt fear and a conviction that someone 
was behind him, although he knew this 
was not true. On the other hand, if he was 
outside in the dark, bushes and shadows 
changed their appearance; they seemed to 
be menacing figures about to attack him. 
Any noise, such as the rustling of leaves, was 
interpreted as the sounds of attackers ap- 
proaching him. 

It may be argued that these elaborations or 
projections of the emotion into the environ- 
ment are no more than the conscious or un- 
conscious effort of the individual to relate an 
intense, but inexplicable emotion to the total 
content of consciousness, thereby rendering 
it at least comprehensible. Direct statements 
of the patients argue against this. Most re- 
tain sufficient insight, or undergo a “doubling 
of consciousness,” to be able to recognize 
that these feeling are unreal. Part of their 
consciousness can perceive that these cir- 
cumstances are a fixed and stereotyped part 


of the attack, although the sensations seem 
genuine. This was lucidly expressed by Ken- 
nedy’s(29) patient, who was found to have 
a tumor of the temporal lobe. She said: 
“Other unhappy, uncomfortable sensations 
may constitute the attack, which I can’t find 
adjectives to express . . . these sensations 
never seem to be real . . . even when I am 
feeling them. I know they have no cause, 
but I can’t throw them off.” During some, 
she said, “At the same time I felt my neigh- 
bors must have known what was wrong with 
me, that they must be looking at me. . . .” 

Perhaps an alternate explanation is that 
these events are analogous to illusions. With 
seizures arising in the so-called primary areas 
there are undifferentiated sensory hallucina- 
tions, such as balls of light, buzzing noises, 
or tingling. On the other hand, perceptual 
illusions may occur, so that sounds may be- 
come louder or fainter, or the shape or size 
of objects may be distorted. Similarly, the 
majority of ictal emotions are crude—Jack- 
son would have said “brutal.” The affective 
elaborations then may represent a stage of 
greater complexity with a closer approach 
to the normal state of nervous activity in 
which emotion may add shadings and impli- 
cations to otherwise neutral environmental 
stimuli. 


ASSOCIATED ICTAL EVENTS 


If the concept is accepted that affective 
aurae are manifestations of local epileptic 
discharges, a consideration of the associated 
events during the attacks should give con- 
firmatory evidence for the site of origin. Of 
all the concomitant events during these at- 
tacks, the most frequent were visceral phe- 
nomena. Under this term I include(1) in- 
testinal motor and sensory phenomena, such 
as nausea, borborygmi, vomiting, urges to 
defecate or actual defecation, and other ab- 
dominal sensations, (2) vasomotor disturb- 
ances, including pallor, flushing and palpita- 
tion or tachycardia, and (3) sudomotor 
phenomena, which consisted of sweating. 

In the first category, 20 patients had phe- 
nomena relating to the abdominal viscera. 
Eight patients complained of nausea, one pa- 
tient experienced belching and audible bor- 
borygmi, while another patient had an urge 
to belch. One patient experienced defecation 
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Fic. 1.—Right carotid angiograms made in case 3. a. In the lateral view a curvilinear calcific 
shadow is visible lying anteriad to the portion of the aneurysm filled with opaque medium. b, Antero- 
posterior view, to show aneurysm filled with opaque medium. 


Fic. 2.—a. Inferior surface of the brain of the patient in case 5. The tumor lies on the medial rs 
aspect of the right temporal lobe. The defect on the lateral convexity of the lobe is the result of sur- 
gical intervention. ». Horizontal section of the brain, viewed from above. The tumor extends anteriorly 
to the sylvian fissure and posteriorly to approximately the parieto-occipital fissure. 
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without loss of consciousness, and in another 
there was the urge to defecate. The remain- 
ing 8 patients described various abdominal 
sensations, such as “a rolling feeling,” “an 
empty feeling,” “butterflies in the stomach,” 
or “throbbing.” 

Cardiovascular disturbances occurred in 
17 instances. Pallor was observed in 13 pa- 
tients, and flushing in 4. Palpitation or other 
cardiac sensations were present in 7 patients. 
Two patients had uncontrollable hyperventi- 
lation during their attacks and 2 others re- 
ported feeling short of breath. 

Six patients experienced profuse sweating 
during the onset of the attack, and one re- 
ported the occurrence of “goose flesh.” In 
all, 55 forms of vegetative activity were de- 
scribed by 35 patients. 

With my colleagues, 1(26) have discussed 
elsewhere the significance of these phe- 
nomena as epileptic manifestations. We con- 
cluded that two general cortical regions are 
associated with autonomic or visceral phe- 
nomena. The first is the frontotemporal re- 
gion, including the posterior orbital portion 
of the frontal lobes, the island of Reil and 
the anteromesial portion of the temporal 
lobe. The second cortical region comprises 
the mesial parasagittal region of the frontal 
lobes. In the patients under consideration, 
the great incidence of visceral phenomena 
lends strong support to the electroencephalo- 
graphic and pathologic evidence for the ori- 
gin of these seizures within the temporal 
region. 

Uncinate fits occurred in 14 patients. The 
hallucinations were olfactory in 6 patients 
and gustatory in 4. Two patients reported 
interictal disturbances of taste. In one there 
was a prodrome of a bad taste for several 
hours before the attack, and in the other pa- 
tient there was a disturbance of taste postic- 
tally. Two patients reported nonolfactory 
nasal sensations consisting of burning in the 
nose and throat. 

Complex psychic experiences recognized 
as classic manifestations of discharge from 
the temporal lobe were observed in 20 pa- 
tients. Déja vu was reported by 6 patients, 
while 7 reported feelings of strangeness, un- 
reality or unfamiliarity. Perceptual illusions, 
such as micropsia, hyperacusis or an echo- 
ing quality to the sound were described by 4 
patients. Seven patients observed complex 


alterations of the psychic state. A man felt 
that, no matter what he thought about, his 
thoughts were “pulled back” to a certain idea 
which later he never could recall. Another 
patient spoke of thoughts “rushing through 
my head.” Experiences suggesting old mem- 
ories or dreams were noted by 3 patients. 
Formed visual hallucinations, one of great 
complexity, were described by 4 patients, 
while 5 others described visual hallucina- 
tions which either were unformed or the con- 
tent of which was difficult to recall. Two 
reported auditory hallucinations. One 
woman thought she heard a voice speaking 
to her, and would answer it during the at- 
tack. She thought it to be her father’s voice. 
Another patient heard pleasant music which 
later could not be recalled. 

Thirty patients had episodes of confused 
and automatic behavior ; in 18 instances these 
were associated with masticatory attacks. 


SUMMARY AND CONCLUSIONS 


On the basis of data in the literature and 
findings in the present study, it is clear that 
emotion may be recognized by patients as 
an intrinsic part of their attacks, and not as 
a reaction to the occurrence of the attack it- 
self. The emotion is stereotyped in that it 
is constant in both quality and time of occur- 
rence during the attack. The quality of the 
emotions varies from patient to patient, and 
occasionally sequential alterations of emo- 
tion occur in the same individual. Fear or 
sensations of anxiety are reported most fre- 
quently. Ill-defined unpleasant sensations, in 
many instances akin to fear, also are com- 
mon. Depressive symptoms are relatively 
rare. On the contrary, a minority of pa- 
tients reported pleasurable experiences. 

Evidence appears overwhelming that in the 
majority of patients the discharges associ- 
ated with these seizures arise in the temporal 
region. In many instances there was con- 
vincing evidence of origin in the depths of 
the temporal lobe. Uncinate hallucinations 
and vegetative phenomena occurred either 
singly or in varying combinations in 38, or 
almost 75%, of the patients. Both these epi- 
leptic manifestations are indicative of dis- 
charges deep in the temporal region. Masti- 
catory attacks, for which Magnus and 
co-workers(17) have postulated that the 
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amygdaloid nucleus is the efferent mecha- 
nism, were also relatively common. This im- 
pression was further supported by the ana- 
tomic location of the verified vascular anom- 
alies, atrophic lesions and the tumors. Thus, 
evidence favors the fact that the deeper tem- 
poral regions, areas either intimately associ- 
ated with or an actual part of the rhinen- 
cephalon, are involved in these seizures. 

It will be recalled that in addition to the 
temporal area, certain supracallosal struc- 
tures in the medial parasagittal regions also 
are parts of the so-called limbic system. Ex- 
amples of affect associated with lesions in 
this area are rare. Erickson’s(25) patient is 
one instance. As was previously mentioned, 
one patient in my series had an oligoden- 
droglioma located on the mesial surface of 
the frontoparietal parasagittal region. This 
patient experienced attacks which would be- 
gin with a sensation of fear and a rising epi- 
gastric feeling. Therefore, it seems likely 
that the so-called limbic system is involved 
in ictal affect. 

These conciusions are in accord with ex- 
perimental evidence concerning the func- 
tions of this region. In 1933, Herrick(30) 
suggested that the rhinencephalon might 
have activities other than those related di- 
rectly to olfaction. He wrote that 


An important function of the olfactory cortex, in 
addition to participation in its own specific way in 
cortical associations, is to serve as a non-specific 
activator for all cortical activities. 

This type of non-specific activity is one of the 
major functions of the olfactory cortex. . . . Hav- 
ing no localization pattern of its own, it may act in 
two ways: first upon other exteroceptive systems 
whose localized mechanisms are adapted to execute 
adjustments where external orientation is demanded, 
and, second, upon the internal apparatus of general 
bodily attitude, disposition and affective tone. 


In 1937, Papez(31) proposed a concept of 
the anatomic substrate of emotion based on 
purely theoretic grounds. He suggested that 
the hypothalamus, the anterior thalamic nu- 
clei, the gyrus cinguli, the hippocampus and 
their interconnections constitute a harmoni- 
ous mechanism that may elaborate the func- 
tions of central emotion, as well as partici- 
pate in emotional expression. 

Almost simultaneous experimental con- 
firmation of these general concepts was made 
by Kliiver and Bucy(32), who studied the 
effect of resection of both temporal lobes in 


monkeys. These authors noted profound be- 
havioral changes in the monkeys, including 
pronounced placidity and a “psychic-blind- 
ness” that was characterized in part by in- 
ability to recognize fearsome stimuli. Great 
changes in the sexual behavior of the animals 
also were present. 

Spiegel and co-workers(33) reported 
states of rage in cats with experimentally 
produced lesions in the region of the olfac- 
tory tubercle and the amygdala. Bard and 
Mountcastle(34), in an elaborate study of 
cats observed over a prolonged period, re- 
ported that extensive ablation of the isocor- 
tex was not associated with any striking 
emotional alteration; however, subsequent 
destruction of either the region of the amyg- 
dala or the cingular zone was associated with 
the development of “sham-rage” reactions. 
If the isocortex was left undisturbed, then 
only lesions in the region of the amygdala 
were effective in the producticn of ragelike 
states. 

These observations have been directly op- 
posed by the reports of Schreiner and Kling 
(35), who described profound placidity com- 
bined with hypersexuality in carnivores after 
destructive lesions were produced in the 
region of the amygdaloid nucleus. The cause 
of these discrepancies is not clear and fur- 
ther investigation of this problem is indi- 
cated. In any event, regardless of the char- 
acter of the emotional disturbances, all au- 
thors agree that the affective behavior and 
responses of animals to external stimuli are 
greatly altered by lesions in this region. 

Considerable attention has been devoted 
recently to elaboration of these animal stud- 
ies by methods of chemical and electric stim- 
ulation. MacLean(36) has observed “fear- 
ful alerting” after stimulation of the 
hippocampal area in animals. Shealy and 
Peele(37) report that in cats, stimulation of 
the amygdaloid nucleus produces either 
frightened behavior, undirected rage or an 
“alert” state. In man, stimulation of this 
area has caused fear, anxiety or “weird 
feelings” (38). On the basis of an extensive 
review of the literature, Pribram and Kru- 
ger(39) have proposed subdividing the rhin- 
encephalic structures into 3 systems, and 
have formulated hypotheses relating to their 
functions. Further experimental studies will 
be necessary for evaluation of these concepts. 
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The massive visceral accompaniments of 
affective states have led some(28) to equate 
rhinencephalic functions with visceral func- 
tion and to use the term “visceral brain.” 
The implication exists that emotion is basi- 
cally visceral in origin. Such a conclusion 
is more readily justified on the basis of ani- 
mal studies than on the basis of the experi- 
ences of human beings with seizures. In 
man, there is plentiful evidence that during 
minor seizures extensive autonomic changes 
may occur entirely without emotional accom- 
paniments. As was previously pointed out, 
at times there is a discrepancy between the 
quality of the emotion and the character of 
the vegetative events. Thus, while emotion 
and vegetative states may proceed pari passu, 
they are not in one-to-one correspondence. 
Vegetative activity is not the skeleton of 
emotional sensation. Pribram( 40), on differ- 
ent grounds, has expressed a similar opinion 
and propounded a broader concept in which 
autonomic function plays a varying role as 
one of several variable but interrelated fac- 
tors producing emotion. 

Williams(9) has suggested that there is 
a certain topographic localization of emo- 
tion in the temporal region. This concept 
has the appeal of symmetry, but on theoretic 
grounds it is hard for me to accept the con- 
cept of “centers” for fear or for pleasure in 
such a phylogenetically ancient system. An 
alternate possibility is that the patterns of 
excitation in this general area, with associ- 
ated widespread alterations in physiologic 
levels of activity of both the central nervous 
system and the internal milieu of the body, 
may bring about the state interpreted as 
“emotion.” 

It is obvious that any attempt to develop 
a theory of the physiology of emotion, in 
which the behavior of experimental animals 
is used for analogies, founders on the ab- 
sence of subjective reports of the emotional 
states in the animal. Furthermore, one must 
be cautious in attempting to extrapolate on 
the basis of epileptic events. Certainly, in 
the majority of patients, ictal emotions are 
meager and crude. They lack the profusion 
and subtlety of normal emotions. The pa- 
tient is not deceived: these are experiences 
happening to him. They are as involuntary 
as the jerking of a hand during a focal mo- 
tor seizure. In other focal seizures there is 


a derangement or fragmentation of nor- 
mal cortical activity, so that the epileptic phe- 
nomena constitute a distortion of the normal 
function of that area. Just as the “clotted 
mass of movement” in a jacksonian seizure 
may give no clue as to the complexity of 
motor patterns latent in the cortex, so also 
may the emotion in an affective seizure only 
hint at the richness of function in these 
areas. 

In view of such reservations, what do 
these observations tell us concerning emo- 
tion? The frequent concomitant occurrence 
of affect, vegetative phenomena and olfac- 
tory and gustatory sensations underlines 
their importance in activities essential to 
the preservation of the individual and to 
the maintenance of the species. I tender the 
suggestion that emotion exerts a selective 
function in emphasizing and coloring incom- 
ing stimuli. In a sense, it filters present ex- 
perience in the light of the past—encourag- 
ing certain actions, denying others. By its 
relatively long duration, it possesses an ex- 
ecutive capacity, providing continuity to the 
activity of the individual and orienting 
future acts in terms of the present. It is 
the archer of time’s arrow. 
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COMMITMENT PROCEDURES AND THE ADVANCEMENT OF 
PSYCHIATRIC KNOWLEDGE ' 


JACQUES S. GOTTLIEB, M.D., ann GARFIELD TOURNEY, M.D.? 


Society’s methods of approaching disturb- 
ances and deviations of human behavior are 
an everchanging process, dependent upon 
historical traditions and their modification 
through humanitarian movements and the ac- 
cumulation of new knowledge. Law deals 
with the entire gamut of human relations, 
concerning itself in some way with the solu- 
tion of the totality of human problems. Psy- 
chiatry too, studies many aspects of human 
behavior, its deviations, motivating forces, 
and along with law, techniques of control and 
modification. Therefore, it is inevitable that 
significant interdependences between law and 
psychiatry exist, and each must take cogni- 
zance of the other to handle the intricate and 
perplexing problems of human _ behavior. 
However, differences are readily apparent in 
their respective interpretations of behavior 
and their approach to personality deviations. 
In this paper, these interdependences will be 
discussed, as well as problems resulting from 
certain fundamental differences in viewpoint, 
with emphasis on their relationship to the 
problem of hospitalization of the mentally ill, 
and possible modification of the laws regard- 
ing commitment as a result of advances in 
psychiatric research and treatment. 

Several English psychiatrists in their re- 
cent text on psychiatry(1), in which they 
made a comparative study of commitment 
proceedings throughout Europe, recently 
wrote : 


While the esteem in which psychiatry is held in the 
United States is as high or higher than in any other 
country, the law relating to insanity is in no State 
of the Union in an advanced stage, and offers no 
models for reform of the law in other lands. 


Although perhaps somewhat exaggerated, 
there is much truth in this statement. One 
must admit that many European nations are 
far ahead of us in the hospitalization of the 
mentally ill as well as the application of psy- 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2From the Lafayette Clinic, and Wayne State 
University, Detroit, Mich. 


chiatric methods to the rehabilitation of the 
sexual deviate and criminal(2). The causes 
of this are related to a number of factors. 
One is a tradition still influenced by the cele- 
brated Packard case of 1864, in which trial 
by jury became a precedent for commitment 
(3). The second important factor is a society 
in which relatively unrestrained freedom is 
every individual’s right. Also of fundamen- 
tal significance are the differences in orienta- 
tion of law and psychiatry to the problems 
of human behavior(4). 

Law with its historical background, sense 
of tradition, well established precedents and 
many accepted attitudes of the general pub- 
lic, has concerned itself with the protection 
of society and the rights of the individual. 
Its “psychology” has been based on a num- 
ber of archaic principles, rigid dichotomies 
of black and white, right and wrong, sane 
and insane. The use of the concepts of free 
will and responsibility often becloud certain 
issues. Its techniques for control of deviant 
patterns of behavior utilize determent and 
punishment of the transgressor. In the hos- 
pitalization of the mentally ill, highly formal- 
istic procedures are characteristically a part 
of the legal framework and illustrate little 
understanding of the bases of human be- 
havior, These many factors and their rami- 
fications have limited the approach of the 
legal framework to the problems of the men- 
tally ill. On the whole, laws are relatively 
static, and considerable effort usually must be 
exerted in order to change existing codes by 
legislative action, 

Psychiatry, on the other hand, is a recent 
development within the framework of the 
medical sciences. The tremendous impetus 
for its recent growth, with a resultant ac- 
ceptance by the medical profession and the 
general public, has occurred only during the 
past 25 years. Once an isolated medical spe- 
cialty concerned primarily with hospitalized 
psychotic patients, its domain has now been 
greatly expanded to include many aspects of 
human behavior, such as the psychoneuroses, 
personality disorders, and more recently alco- 
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holism, drug addiction, sexual deviations and 
anti-social behavior. The psychiatrist deals 
with a large variety of disturbances, a num- 
ber of which may exist on a continuum. He 
admits that often the dividing line between 
the normal and the pathological is an am- 
biguous one. He is concerned about the treat- 
ment and rehabilitation of the mentally ill. 
His approach to human behavior is both de- 
terministic and dynamic in that he is con- 
cerned with the causes and a rational modifi- 
cation of these various patterns of behavior. 

Unfortunately, the discussion of Professor 
Jerome Michael(5) of Columbia University 
Law School made 20 years ago in regard to 
the thinking of many jurists toward psychia- 
try, still stands and has some basis in fact. 
They [the jurists] are skeptical of psychiatry be- 
éause of the immodesty of some psychiatrists which 
has allowed them to make extravagant claims re- 
garding their power of diagnosing and solving not 
only of individual, but of social problems . They are 
skeptical because of what they have been able to 
learn regarding the unreliability of psychiatric diag- 
nosis and the uncertainty thereof. They are skepti- 
cal because of the fantastic character of the testi- 
mony which psychiatrists give in the courts. They 
are skeptical beause of the widespread disagreement 
among medical psychologists about the fundamental 
problems both in theory and practice. They do not 
understand how scientists can differ so radically 
among themselves about matters of science, and 
they are forced to conclude either that those who 
disagree are not scientists, or that about which they 
disagree is not science, but rather opinions of 
greater or less validity. 

Psychiatrists themselves have become in- 
creasingly aware of the limitations of their 
own knowledge and the need for further re- 
search. One must realize that psychiatry as 
yet is unable to thoroughly understand on a 
scientific basis many aspects of mental dis- 
order and its treatment. To the many prob- 
lems facing psychiatry, the solution will come 
only through further research. This requires 
the recognition by all psychiatrists, the medi- 
cal profession, and the general public of the 
need for psychiatric investigations(6). The 
public has been inundated with psychiatric 
propaganda as though current knowledge was 
sufficient for an adequate understanding and 
treatment of emotional illnesses. Psychiatric 
propaganda has ignored in the main the lack 
and the need for new knowledge, new knowl- 
edge to be applied in the clinic and hospital 
for the treatment and care of the patient, new 


knowledge upon which to base preventive 
programs. It should aiso be realized that this 
new knowledge in psychiatry will not come 
from purely clinical studies, although there 
is a great need for further clinical clarifica- 
tion of psychiatric disorders. Basic research 
including work in the areas of neurophysi- 
ology, neuropathology, neurochemistry, en- 
docrinology, psychology, sociology and an- 
thropology is imperative for the solution of 
the multiple psychiatric problems with which 
the medical profession is faced. 

This is not to imply that progress has not 
been made, and, therefore, that the progress 
that has been made should have no impact 
on legal procedures. Significant advances in 
the management and treatment of hospital- 
ized psychotic patients have occurred over 
the last 25 years. The somatic therapies, drug 
therapies, group and individual psychothera- 
peutic programs in mental hospitals have al- 
tered the prior feeling of pessimism toward 
therapy of the mentally ill, to one of hopeful- 
ness, even in some instances, enthusiasm. The 
mental hospital has become a type of “thera- 
peutic community” and no longer merely a 
repository for custodial care and restraint. 
These advances in treatment have led to the 
mentally ill being considered sick people 
capable of being treated and cured. Hence, 
facilitation of hospitalization and discharge 
is very desirable for large groups of patients. 

The undesirable features of commitment 
laws have been described on many occasions 
(7, 8). Briefly, these features include the 
stigma of criminality, use of jury, legal ser- 
ice and notice to the patient, the insistence of 
personal appearance in a court hearing, the 
exposure of the patient as a public spectacle 
and the public record of such, emphasis of 
lay judgment as in trial by jury with a re- 
sultant identification of criminality and in- 
sanity by the procedure, the certification of 
mental illness as tantamount to legal incom- 
petence with a resultant loss of civil rights, 
police participation, publicity, inquiry into 
the patient’s financial status, and use of an 
anachronistic terminology. What role does 
the acquisition of new knowledge play in 
psychiatry in modifying these archaic atti- 
tudes? Through public education and edu- 
cation of legislative, judicial and legal pro- 
fessions one can hope for an alteration in 
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many of these attitudes. This has already oc- 
curred in a number of states. The concept of 
mental illness has changed within the frame- 
work of medicine in the areas of these 
advances, and with the realization by the pub- 
lic and the legal profession that mental dis- 
ease is not something sui generis, and there- 
fore, in its essential manifestations different 
from other illnesses. The development of the 
mental hospital as a therapeutic center rather 
than a custodial repository, and the fact 
that mental illness can be treated and greatly 
ameliorated, has resulted in altered public 
opinion, A certain amount of modesty on the 
part of the psychiatrist in approaching hu- 
man behavior, with his acceptance that there 
is a great deal that he does not know about it, 
and therefore his emphasis on the need for 
research in the field has improved, and 
should continue to improve, his relationship 
with the lawyer. 

There is no doubt that as the psychiatrist’s 
knowledge of human behavior increases, his 
domain broadens. In addition to the psychotic 
and the psychoneurotic, the psychiatrist 
should concern himself with many disorders 
having tremendous legal significance such as 
alcoholism, drug addiction and sexual devia- 
tions. Increased attention is being paid to the 
“criminal mind” and psychiatry in some cases 
has proven to be a valuable adjunct to the 
social rehabilitation of the criminal. 

Legal procedures relating to alcoholism, 
drug addiction, and sexual psychopathy have 
many of the archaic characteristics of the 
commitment proceedings. Again the concern 
is with conduct, punitive measures, use of 
archaic terminology, little or no understand- 
ing of causes and motivations for such be- 
havior. In a recent study(9) of the psychi- 
atric evaluation of the laws of homosexuality, 
the authors conclude that it is time to go be- 
yond the laws of Hammurabi and Leviticus 
and apply some of our knowledge of this 
deviation to formulating an adequate law 
to handle the problem. This certainly ap- 
plies to many disturbances of human behav- 
ior, particularly sexual offenders. However, 
within the present framework of our psychi- 
atric knowledge, the management of these 
disorders as well as the criminal depends 
primarily upon sound legal principles. Psy- 
chiatric examination and treatment may be a 


help in such management but the majority 
of such individuals must still be handled 
largely by current legal methods. These areas 
wait patiently for significant investigation 
from the psychiatric view point to add to our 
knowledge techniques of management and 
therapy before there may be a change in the 
legal framework. 

It is interesting to note that in several re- 
cent articles in legal journals, an emphasis is 
being placed upon research as a tool in un- 
derstanding these various disturbances and 
deviations of human behavior. In regard to 
commitment, we read : 


Ignorance as to its nature [mental illness] has 
frequently caused man’s treatment of it to result in 
more harm than good. Legislation has reflected this 
ignorance, especially in commitment statutes which 
have been overbalanced with unnecessary pro- 
cedures designed to protect the public safety, the 
public pocketbook and the individual right to un- 
restrained freedom(10). 


Another author(11) states in regard to the 
need for a constant process of enlightenment 
about psychiatry for judges and lawyers: 


The medical profession has the responsibility of 
carrying on research and advising the public of any 
advancements that are made. The legal profession 
should endeavor to see that laws and court pro- 
cedures are modified to encompass any relevant 
psychiatric findings and therefore insure in this field 
more intelligent and realistic administration of 
justice. 


In discussing sentences for sex offenders, 
Tappan(12) concludes : 


Finally, and particularly, it should be stressed that 
insofar as we may aim at something more ambitious 
than custodial confinement of the sexual offender, 
we can do so only through emergency facilities and 
personnel for research. 

In clinical theory it is highly desirable to retain the 
delinquent in custody until—and only until—the 
causes of his behavior are resolved so that he can 
return to the community rehabilitated as no longer 
dangerous. Our ability, however, to apply this 
theory to good effect must depend upon a combina- 
tion of skills: to discover the causes of the de- 
linquency, to apply effective treatment methods ac- 
cording to the requirements of the particular of- 
fender, to secure the necessary personnel and other 
resources, for treatment methods according to the 
requirements of the particular offender, to secure 
the necessary personnel and other resources, for 
treatment, and—most of all, in the interest of 
justice—adequate criteria for release. 


It is interesting to note that in regard to 
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hospitalization of the mentally ill, Mayer- 
Gross, et. al., write(1) : 

The liberalization of law and administrative prac- 
tice has everywhere been closely connected with the 
progress of research and treatment. 

One should not imply that the impetus for 
change in commitment laws and other legis- 
lation regarding disturbed behavior, can come 
only from the acquisition of new knowledge 
in the field of psychiatry. The humanitarian 
viewpoint toward the mentally ill promul- 
gated in the early 19th century by Pinel and 
the Tukes, and later in this country by Doro- 
thea Dix and Isaac Ray, plays a very signifi- 
cant role(13). Up until recently, changes in 
the hospitalization and treatment of the men- 
tally ill have been made through an emphasis 
on the humane needs of the mentally ill, the 
importance of approaching them as being ill 
rather than possessed or consciously de- 
ranged. Such an approach at understanding 
has reduced many of the fears of the men- 
tally ill. However, the humanitarian ap- 


proach, although it has led to many signifi- 
cant reforms, has not been able to modify 
many of the undesirable procedures related 


to commitment. The desire and need of the 
public and legal profession to have a greater 
factual understanding of the mentally ill can 
be satisfied through greater knowledge of the 
illnesses and the fundamental processes in- 
volved in their cause and treatment. Hence, 
research in psychiatry should widen the ho- 
rizon for the public and for the legal profes- 
sion, so that the original humanitarian prin- 
ciples in the management of the mentally ill 
have a more rational basis and can be more 
readily accepted. 

The goals of the ideal commitment law 
can be briefly stated(3, 14). There should 
be minimal legal formalism, minimal psycho- 
logical traumatization in admission policies, 
devices which aim to get maximum patient 
participation in therapy which includes in- 
tramural detention, simplified emergency 
provisions, simplified discharge procedures, 
removal of stigma resulting from archaic 
legal terminology, and finally, avoidance of 
commitment proceedings wherever possible 
by voluntary admission of patients. There 
must always be a safeguarding of the pa- 
tient’s rights to petition for release by court 
hearing. But throughout, the emphasis should 


be on the patient’s medical rights rather than 
his legal rights. The model act governing 
hospitalization of the mentally ill drafted by 
the committee of psychiatrists under the 
auspices of the National Institute of Mental 
Health, incorporates many of these prin- 
ciples. 

This model act can in no way be regarded 

as a final solution to the problem of commit- 
ment. With further knowledge in the area, 
there will undoubtedly be further alterations 
in the model law. Psychiatry grows more in- 
clusive, and impinges more and more on the 
domain of the law. It is anticipated that 
eventually psychiatry will be in a position to 
supplant certain legal factors in the manage- 
ment of such problems as alcoholism, drug 
addiction, sexual offences, and finally crimi- 
nal behavior. Psychiatry’s approach to these 
problems now is extremely limited but this 
should not inhibit our thinking and planning 
in these directions. Judge Biggs(2), has 
only recently very pertinently summarized 
these problems : 
Let us revise our views and work from the premise 
that all laws should be for the welfare of society as 
a whole and not directed at the punishment of sins. 
On this premise our aims should be: first, security 
for the socially adjusted, the so-called ‘normal’ per- 
son; second, rehabilitation and re-education for the 
antisocial person, including those who are mentally 
ill; third, in carrying out the first aim, let us give 
humane custodial care to the person who apparently 
cannot adjust to the social norm. We should re- 
evaluate our present laws, consider their original 
purposes, how they evolved and whether they are 
necessary and desirable in the light of the present 
needs and knowledge and whether they have out- 
lived their usefulness. 

In conclusion, one can anticipate a grow- 
ing rapprochement between law and psychia- 
try, related to a restatement of certain basic 
humanitarian values, but particularly due to 
developing psychiatric knowledge. These in- 
fluences, through public and professional 
education, should result in more satisfactory 
methods for hospitalizing the mentally ill. 
Psychiatry, with its strivings for a scientific 
understanding of human behavior, must lead 
the way before there can be alterations in 
legal codes, but it is anticipated that the lag 
between law and psychiatry in the under- 
standing and approach to mental illness, can 
be reduced through a closer correlation of 
law and developing psychiatric knowledge. 
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A STUDY IN NON-RESTRAINT 


M. G. JACOBY, M.B., B.S. H. BABIKIAN, M.D., E. McLAMB, R.N., anp 
B. HOHLBEIN, R.N. 


Physical restraint temporarily handles a 
ward situation but the net result is to 
worsen the condition of the patients. This 
paper is a report on the methods which were 
employed to avoid the use of restraint on a 
disturbed service. 

The service has 500 female patients in 
12 wards, each ward with a day room, dormi- 
tory and 18 single rooms. The patients are 
of mixed racial and national origins and 
most have come from metropolitan New 
York. They had been sent to this service 
because they were disturbed or grossly re- 
gressed and they were the most difficult 
women patients in this 10,000-bed hospital. 
An average of 40 patients were put in a 
camisole or restraining sheet each day. 


METHOD EMPLOYED 


The ward personnel were told that if they 
were worried about a patient and were un- 
able to handle the situation themselves, they 
should phone the doctor, who would drop 
everything that he was doing and would be 
on the ward within 5 minutes of the call. 
He would then make a decision as to how 
the situation should be handled. Only in 
extreme emergencies were the ward person- 
nel to apply restraint themselves and if they 
did so the doctor was to be informed im- 
mediately. From the beginning it was 
pointed out that no extra help would be 
available. 

Emphasis was put on permissiveness. If 
a patient wished to sit on the floor she was 
to be allowed to do so. The activities of 
patients were to be interfered with only if 
they annoyed other patients. Likewise, if a 
patient wanted a second helping of food at 
mealtime she should get it even if she was 
obese, the reason being that she had a psy- 
chological need to eat. Punishment had no 
part in treatment of mentally ill patients. 

These ideas were acceptable to the younger 
attendants but those with longer service 
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stated that they knew their patients and 
knew how to handle them. In many cases 
their attitude was custodial rather than 
therapeutic. 

The question was raised as to what to do if 
a patient requested to be put into restraint : 
it was pointed out that in this case the doctor 
should be called. We emphasized that by 
listening to the patient the state of tension 
usually passed off within a few minutes. 
Only occasionally is special medication 
necessary. 

To equalize the burden of handling, some 
difficult patients were moved from the two 
most disturbed wards to other wards. This 
helped the conduct of patients both on those 
wards and in the rest of the group. Each 
ward had a cross to bear but no cross was 
too heavy. 

After this initial reshuffle the mere fact 
that a patient was disturbed and unmanage- 
able was not considered to be an adequate 
reason for her transfer to another ward but 
often to be a failure of ward personnel in 
handling the situation. This failure was 
dealt with by immediate discussion, not by 
disciplinary measures. No patients were 
transferred outside the service. 


THE FIRST FOUR DAYS 


Many difficulties were encountered dur- 
ing the first few days. Many attendants re- 
sented what they considered to be an in- 
fringement of their authority. Some stated 
that if they were unable to apply restraints 
they saw no point in remaining on the wards. 
There was a marked feeling of insecurity 
among the ward personnel. It was made 
worse by patients who had become trained 
to the idea of restraint, and when an assault 
occurred on the ward they would shout, “Put 
her in a bag.” This pressure and attempted 
direction by the patients was difficult to 
resist. 

Further trouble occurred when the night 
shift, who had not been instructed in the 
ideas behind non-restraint, became resentful 
and objected to the work that the other per- 
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sonnel were doing. It had been thought that 
the contact with the day and evening shifts 
would have a beneficial effect on them and 
that the new ideas would gradually filter 
through. Instead, the night attendants criti- 
cized the day personnel for softness. This 
was at least partly due to some patients 
taunting attendants with the fact that re- 
straint was not to be used. 

On the fourth morning of the new pro- 
gram one of the doctors found two of the 
night shift personnel waiting to see him in 
his office. They stated that unless a certain 
patient was put in restraint for two days 
they intended to leave the hospital. Their 
complaints were listened to occupying } hour 
of the doctor’s time. It was felt that the only 
way the situation on the night shift could 
be handled satisfactorily was to have group 
discussions with them. These conferences 
took place between midnight and 2 a.m. dur- 
ing their regular working hours. This situa- 
tion has been repeated many times with at- 
tendants who were unable to accept the 
program. 

Some incidents in the handling of patients 


in the first few days are worth recording: 
S.C. is a 30-year-old schizophrenic who 


is aggressive and combative. The senior 
author was sitting in the nurse’s office on 
this patient’s ward when he received a sharp 
blow over one ear. He turned around to 
find this patient behind him. She shouted 
angrily “Look at my arm.” She showed a 
large bruise and said that she had received 
it the previous day from a patient who, if 
she had been in restraint, could not have at- 
tacked her. She was therefore passing it 
on to the doctor. The patient was asked 
what she wanted done about it all. Did she 
feel that she should be put in restraint be- 
cause of this assault on her physician? Cer- 
tainly the doctor did not intend to restrain 
her. To this the patient had no reply and 
marched out of the room, 

Four patients refused to keep clothes on 
when taken out of restraint; one has an 
honor card to walk on the hospital grounds 
unaccompanied. 

Medications are given by mouth, not by 
injection, except in emergencies. If a pa- 
tient refuses her medicine, attempts are 
made to persuade her to take it but no force 
is used. If she continues in her refusal then 


medications are discontinued until she 
changes her mind. 

At the commencement of the program 
shock therapy was discontinued but later it 
was reinstated, each course of treatment 
being tailored to the patient’s individual 
needs. 

The use of paraldehyde has been stopped 
because of its objectionable taste and smell. 
Luminal solution (1 grain to the dram) is 
available but takes some time to act and 
tends to cause a hangover the next day. 
Nembutal (# and 14 grains) capsules were 
therefore used as a quick-acting, rapidly 
eliminated hypnotic, rather than luminal or 
bromide and chloral mixture. After a pa- 
tient attempted to commit suicide with 
Nembutal the capsules were withdrawn and 
Nembutal elixir substituted. Amytal and 
luminal injections are given if necessary, but 
are rarely needed if sufficient time is given 
to listening to the patients. 


FURTHER TRAINING OF WARD PERSONNEL 


During the first few days the ward per- 
sonnel were very jittery and they required 
constant encouragement and reassurance. 
Further meetings to talk over the problems 
of the wards were held several times a week 
for all shifts during their working hours. 
It has been found that if the problems of 
one ward are considered, other wards faced 
with similar difficulties are helped. The at- 
tendants take criticism from each other when 
they are unable to accept it from the doc- 
tors. As the conferences continue the dy- 
namics of psychiatric illness are discussed 
in simple language with particular reference 
to therapy. The necessity of listening to 
patients rather than instructing them has 
been emphasized. Once the program was 
well under way the number of meetings 
were reduced to one a week. 

Emphasis has been laid on not humiliat- 
ing patients, carrying them along in a pro- 
gram rather than directing them. It was 
pointed out that many of our patients were 
in hospitals because they had been repeatedly 
ordered what to do—cheer up, behave them- 
selves, go out and enjoy themselves, do this 
and that—and their personalities had become 
constricted thereby. By encouraging pa- 
tients without condescending to them we 
help their personalities to re-expand. Dis- 
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cussion in these terms is much more ac- 
ceptable than talking about constriction of 
the ego by the overpowering super-ego. 

The attendants have been made to under- 
stand that their part in the psychothera- 
peutic framework is as important as that 
of the doctor. They must not be afraid of 
taking up the doctor’s time in reporting their 
problems, because without adequate informa- 
tion he is unable to function properly. 

As soon as the ward personnel were able 
to accept the program, emphasis was laid 
on the role of rejection in the etiology and 
symptomatology of the behavior of our pa- 
tients. Understanding why a patient is so 
demanding makes the staff much more tol- 
erant of her overwhelming need for atten- 
tion. 


E.F., a 24-year-old epileptic, was belligerent and 
unmanageable on her ward. She is the daughter 
of a prostitute and does not know who her father 
is. While she was a child her mother entertained 
her paramours in the room she shared with the pa- 
tient. When the patient commented she was told 
that she would do the same thing when she grew 
up. She feels extremely rejected by her mother. 

The patient was transferred to another ward 
where the attendant in charge was very plump, 
friendly and motherly. She became very attached 
to this attendant and kept close to her all day. 
After a week on the new ward the attendant com- 
plained that while the patient clung to her like a 
leech, she called her down behind her back. The 
attendant was reassured and it was pointed out in 
simple language that the patient had a great need 
to be wanted and loved. The attendant had, in fact, 
become a mother-substitute. The rejection by the 
patient was part of the patient’s attitude to her 
built-in mother image. The patient is now much 
more manageable and less disturbed, although she 
remains very demanding. 

A serious difficulty was encountered when the at- 
tendants’ moral outlook was outraged. 

M.D. and L.W. are psychopaths, aged 20 and 
18 respectively. They both have families who reject 
them. They were inseparable, going everywhere 
together, dancing with each other and sleeping in 
each other’s beds. At one meeting an attendant sug- 
gested that they should be parted and placed on 
different floors in the building. This proposal met 
with the approval of all the employees but it was 
pointed out that this apparently lesbian behavior 
was only a symptom of the psychopathology, not 
the cause. The reason for their behavior was that 
each one found a mother-figure in the other. Sepa- 
ration would therefore not be helpful. 

M.D. has now formed a mother-daughter attach- 
ment with an attendant and L.W. now has a strong 
bond of the younger sister-elder sister type to the 
nurse in charge of the evening shift. Five months 
after the start of the program they were both sent 


on convalescent care to the charge of these em- 
ployees. 


After the program had been in operation 
for 6 weeks the service was visited by a 
psychiatrist from another hospital. He went 
to all the wards, interviewing personnel and 
asking their opinion of the changes in the 
handling of patients. All the attendants pro- 
fessed to be satisfied with the new system. 
At the next personnel meeting it was sug- 
gested to the attendants that they had not 
been honest about their feelings. That this 
was so was proved by the flood of hostility 
let loose. It was obvious that while they 
were following orders they much preferred 
restrictive measures. 

At the discussions many valuable sugges- 
tions on handling patients have been put 
forward by the attendants. All these ideas 
are noted down and every attempt is made 
to act on them. One of the elevator opera- 
tors in the building suggested that, since the 
use of restraint was forbidden, the attend- 
ants should be taught ju-jitsu. He was there- 
fore invited to attend the personnel confer- 
ences to learn what was actually happening. 

We have been greatly impressed by the 
change of attitude in the personnel as well 
as the patients. They seem much more in- 
terested and contented in their work than 
previously. Certain attendants whose atti- 
tude is rigid have been unable to accept the 
program in its entirety, believing in the dis- 
ciplinary value of restraint. They are being 
retrained by the doctors who go up to the 
ward, pick two or three noisy, deteriorated 
patients at random and take them to the 
nurse’s office along with the attendants and 
they all sit down with coffee and cigarettes. 
The doctor listens and the patients can talk, 
stay quiet, walk about or shout, as they 
wish. Within a few minutes the noisiest, 
most delusional patient calms down. In this 
way the attendants see psychotherapy in ac- 
tion. We emphasize the fact that a patient 
behaves in a certain way because she is ill 
and that patients do not “put on an act.” 
Even patients with hysterical fits have them 
because of their sickness. 

A news sheet for personnel has been 
started and is distributed to all wards, din- 
ing room and OT shops. It outlines progress 
made, activities for patients and changes in 
the program for the coming weeks. 
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OTHER CHANGES IN THE HANDLING OF THE 
PATIENTS 


The whole attitude to patients has been 
changed to one of permissiveness. Whereas, 
previously there has been little out-of-the- 
building activity, patients are now being 
taken for walks at every possible opportu- 
nity, particular emphasis being placed on 
taking out excited and deteriorated patients. 
Now we take out as many patients as we 
can rather than just the best behaved. Every 
ward is completely emptied of patients at 
least twice a week, when they must all go 
out for a walk. If a patient refuses to go 
out she must wait on another ward until the 
others return. 

At the end of the first week 20 reclining 
chairs became available. They were put on 
the most disturbed wards in place of benches. 
The improvement in the patients’ behavior 
was immediate. Full length glass mirrors 
have been installed on all the wards. Only 
one has been broken, but the patient who 
broke this has broken no other even though 
she has had an opportunity to do so. 

Two weeks after the program got under 
way it was decided to leave open the doors 
between the wards. For the first few days 
not only did friends visit each other’s wards 
but some patients spent all day walking back 
and forth between wards rejoicing in their 
newly found freedom. At first the attend- 
ants objected to the doors being unlocked, 
but now they feel more secure with the 
doors open. 

Six weeks after the start of the program 
all restraints were removed from the wards. 
It is important to note that seclusion for 
difficult patients has never been permitted 
in this hospital. Baths and wet and dry packs 
are not used. 

Patients are now allowed to seal their 
letters and put them in special mail boxes 
on each floor of the building. The only 
censorship performed is a checking of ad- 
dresses. We encourage patients to make out- 
side phone calls unless they are confused. 
One patient phoned the New York Daily 
News and the District Attorney (both 
collect) but fortunately no trouble fol- 
lowed. Now we permit phone calls but an 
attendant must get the number and check 
who is at the other end before the patient 


is allowed to speak. Patients with honor 
cards may make calls unsupervised. 

Patients are now permitted to smoke 
wherever they wish and can carry matches. 

Special conferences were held with the 
dining room, occupational therapy and recre- 
ational therapy staffs and the new principles 
of handling were explained to them. All 
personnel who come into contact with the 
patients now come to the attendants’ dis- 
cussion groups. The chief dietitian also at- 
tended and suggested that patients have 
knives and forks instead of only spoons to 
eat with. Arrangements were made to keep 
the employees’ dining room open half an 
hour later at lunchtime so that it was no 
longer necessary for them to rush the pa- 
tients’ mid-day meal. 

We encourage patients to wear their own, 
rather than hospital clothing and to use their 
rings, watches and costume jewelry. Many 
carry scissors, needles, hand-mirrors, etc. 
and a few have phonographs and portable 
radios. 

After two months we were forced to re- 
open a disturbed ward, euphemistically 
called “Ward 9.” The nurse in charge and 
attendants have been chosen for their moth- 
erliness and ability to give support and 
listen to patients. Even here the doors are 
now open for patients to wander in and out, 
although they had to be locked for two 
months after the ward was opened. Even 
on this disturbed ward all patients are taken 
out for a walk at least twice a week. All 
ECT is given on this ward. Patients are 
very fearful of getting shock so we now 
premedicate them with 3 grs. of Nembutal. 

Spanish speaking patients have been con- 
centrated on 3 wards with other nationali- 
ties. There are Spanish speaking attendants 
on these wards and the patients get support 
from them without feeling segregated. 

It is sometimes possible to listen to a dis- 
turbed patient over the phone. This saves 
the doctor’s time and has the further ad- 
vantage of bringing psychotherapy to the 
patient without delay. She is seen personally 
as soon as convenient, certainly within two 
hours. 

Unless a patient is very disturbed her visi- 
tors are encouraged to take her out when 
they visit. Visiting is encouraged every day 
and over-night trips home are permitted 
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whenever the patient is well enough. At- 
tendants are allowed to take patients out to 
their homes during their time off duty. A 
minimum of two patients must go with each 
employee. This rule was laid down to re- 
duce sibling rivalry which is a big problem 
on the wards. 

If a patient is transferred to the acute 
service she is visited by the attendants on 
her ward until she comes back. In this way 
she does not feel forgotten. A special letter 
of welcome, signed by the doctor and nurse 
in charge of the service, is sent through the 
mail to every new patient entering the 
building. 

Dances are held twice a week with male 
patients from other services. Patients sit 
together, hold hands and behave as at a nor- 
mal non-hospital dance. We have found 
that if the doctor dances a few steps with 
difficult patients they often become much 
more accessible later. 

We have a sing-song one afternoon a 
week attended on the average by over 200 
patients. This concentrates mainly on de- 
teriorated patients and emphasis is laid on 
participation, having records and music for 
clapping in time. We also run a weekly 
music evening. The hospital librarian comes 
in one evening a week and reads to an aver- 
age audience of 35 to 40 patients. The pa- 
tients have started a garden on an acre of 
waste land near the building. All of the 
above activities are independent of the hos- 
pital recreation and occupational therapy 
departments. 

Whenever teaching movies are shown to 
the staff we encourage patients to attend and 
often have special performances for them. 
A particularly successful film was “Out of 
Darkness” narrated by Orson Welles and 
made originally for CBS-TV. 

Three months after the program was 
started an “honor ward” was opened. This 
ward was for patients who were given parole 
of the grounds and also those who were 
likely to get parole or to be sent on con- 
valescent care in the near future. Since then 
two other wards have been upgraded. For 
the first 6 months 41 patients were given 
honor cards, 7 of these having been in the 
hospital for over 15 years, and only 4 for 
less than 1 year. Very often when a patient 
is disturbed and does not have an honor 


card, she is told “Go out for a walk and do 
not come back until you feel better.” This 
appears to work very well. 

A number of dilapidated patients have 
been taken to the dress-making shop and 
were permitted to choose patterns and ma- 
terial for dresses. They are then measured, 
many more measurements than usual being 
taken. Instead of having only one fitting 
they have several and are really treated like 
“duchesses.” They are also given perma- 
nent waves. This gives a considerable boost 
to a patient’s ego. The importance of hair- 
dressing cannot be over-emphasized and we 
now have several patients working in the 
beauty shop of the service. Hairdressing is 
also done on the wards. 

Emphasis is laid on patients proving by 
work that they have recovered sufficiently to 
leave the hospital. As restrictions on pa- 


CONVALESCENT STATUS PATIENTS 


Number on 
convalescent 
status during 
status durin; the first 6 months Number of 
the 12 mont! since the start years patients 
period prior to of the new were in the 
the new program hospi 


Number on 
convalescent 


10-15 
6- 9 
5 
4 
3 
2 
I 


Totals: 


tients were relaxed it was found that per- 
sonnel began interpreting rules according to 
their own wishes, leading to considerable 
trouble. 

Six months after the program was started 
an epidemic of fires broke out on one of the 
honor wards. Instead of taking away the 
matches the situation was handled by hold- 
ing elections and setting up patient govern- 
ment. As a result the patients are develop- 
ing an increased sense of responsibility and, 
in consequence, more self-respect. 

It will be noted that convalescent status 
rate is now approximately 9 times what it 
was previously. We expect the rate to in- 
crease even more in the future. 


DISCUSSION 


The program outlined above has now been 
in operation for about 7 months. It is de- 
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pendent on close doctor-attendant relation- 
ships, making the attendants feel the im- 
portance of their work. The importance of 
regular staff meetings for all employees at 
least once a week cannot be over-estimated 
in the maintenance of employee morale. 

The doctor must make himself available 
to the patients, instead of standing on a 
pedestal, as happens so often in mental hos- 
pitals. While a certain minimum of rules is 
necessary, the sicker the patient the less dis- 
cipline is she able to accept. 

The whole program is directed towards 
boosting the patients’ ego and self-respect. 
We find that aggressiveness and combative- 
ness have decreased greatly. Patients who 
were constantly in restraint are now going 
home on over-night visits and a num- 
ber have already been sent out on con- 
valescent status. Difficult patients sent to us 
from other services usually quiet down in 
24-48 hours and destructiveness has mark- 
edly diminished. 

We find that without changes in medica- 
tion our epileptic patients are having fewer 
seizures. 

As patients get honor cards and are more 
easily able to run away from the hospital, 
their insistence on leaving appears to dimin- 
ish. The doctor can then much more easily 
assume the role of therapist rather than that 
of jailor. Aggressive patients often stop 
being antagonistic when given parole of the 
grounds. 

Since the start of the program no tube 
feedings have been necessary although they 
were needed previously. There are now no 
restraints available on the wards and no- 
body misses them. It has not been necessary 
for any personnel to work double shifts since 
the program started, although this was quite 
common previously. We find that in an 
emergency we are able to carry on satisfac- 
torily with only a skeleton staff, whereas 
previously we were obliged to call in per- 
sonnel who were going off duty. 

The only barrier between the patients and 
the outside is the elevator connecting the 
floors, which requires a key to operate it. Be- 
cause of the design of the building, which 
has 4 floors connected by elevators it is im- 
possible to have a truly open building. We 
feel that future mental hospital buildings 
should have no more than 2 stories with 


wide stairs to avoid this difficulty. 

It is difficult to find enough work for pa- 
tients to do although twice as many go to 
occupational therapy as previously. We hope 
to arrange for contract work to be done by 
the patients. This will have the advantage 
of keeping them busy all the time and also 
enabling them to make some money, thereby 
increasing their self esteem. If the state 
could make available a small weekly sum 
for pocket money for those unable to work 
it would be well repaid in the improvement 
in patients’ behavior. An increased expendi- 
ture by the state for clothing would also be 
well worthwhile. 

A difficulty we encounter is that of find- 
ing a suitable placement for patients ready to 
go on convalescent care when they have no 
family to go to or when the relatives are 
unsuitable to look after them. This prob- 
lem has been partly solved by permitting 
employees to take patients out on convales- 
cent care to their own homes, but the final 
answer must be for the state to set up night 
hospitals and sheltered hostels as half-way 
houses towards independence. 

A further problem is that of the sexually 
promiscuous patient. Perhaps a change in 
the state law to permit sterilization of such 
patients would be an advantage. 


CONCLUSION 


When a program of non-restraint is put 
into action both personnel and patients re- 
quire re-training. 

In a period of 6 weeks all physical re- 
straints have been abolished on a disturbed 
service. The patients are much more re- 
laxed and the personnel take a much greater 
interest in their work. Abolition of restraint 
has been attained without any increase or 
change in personnel. 

Noisy and aggressive patients have shown 
a much better response to the new regimen 
than those who are regressed and de- 
teriorated. 

Although the program has been in effect 
for only a short time, our convalescent rate 
is already 9 times what it was in the previ- 
ous year. 

We have attempted to prove the truth of 
the statement of Dr. John Connolly, a hun- 
dred years ago: “Restraint and neglect are 
synonymous. They are a substitute for the 
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thousand attentions needed by a disturbed 
patient.” 


ADDENDUM 


Twelve months after the start of the pro- 
gram the patients are running their own 
news sheet. 


Two of the 3 floors are completely open 
to the outside and on the third floor the 
doors between the wards are left unlocked. 

At the end of the first year of the pro- 
gram 52 patients had been sent out of the 
hospital, 46 of these having been hospital- 
ized for more than one year. 
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Insanity as a defense poses the same prob- 
lems whether the condition is transitory or 
longer lasting. It is not the purpose of this 
presentation to discuss the overall problems 
confronting psychiatric testimony in the 
courtroom,. but rather, to call attention to a 
number of specific issues. These are: 1. that 
transitory psychotic reactions occur fre- 
quently; 2. that they are encountered and 
dealt with in the usual clinical manner by the 
psychiatrist ; 3. that at times a person suffer- 
ing from a transitory psychosis commits a 
crime, and 4. that both psychiatrists and 
lawyers treat the subject of temporary in- 
sanity in a way that readily demonstrates a 
state of confusion concerning the issues at 
hand. 

Difficulties encountered in establishing 
that a person, well at time of examination, 
was mentally ill in the past, stem from a 
number of sources, chief of which is the 
lack of agreement among clinicians them- 
selves. Every experienced psychiatrist has 
had many opportunities to diagnose and treat 
persons suffering from acute psychotic reac- 
tions. One sees them frequently in the ad- 
mitting office and wards of a psychiatric 
division of a general hospital, as well as in 
private practice. For reasons not entirely 
clear to us, competent physicians acknowl- 
edge what might be termed a double standard 
when the question of transitory psychosis 
(temporary insanity) is argued in the court- 
room. 

Wertham(1), in describing the “cata- 
thymic crisis,” presents convincing evidence 
of the existence of transitory psychotic’ re- 
actions. Davidson(2) acknowledges the 
presence of the transitory state when he says, 
“We have to deal with operational concepts, 
not with abstractions; with the actual and 
anticipated deeds of people, not with their 
words.” On the other hand, Psychiatry and 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, May 13-17, 1957, Chi- 
cago, Ill. 

2 Asst. Clin. Professor, N. Y. University and 
Bellevue Med. Center. 

8 Member—New York County Lawyer’s Asso- 
ciation. 
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the Law, written by Guttmacher and Wei- 
hofen, states : 

A supposed form of disorder frequently en- 
countered in the courtroom, though not elsewhere, 
is “temporary insanity.” There are, of course, dis- 
orders characterized by brief periods of derange- 
ment or lapse of consciousness. ...A state of 
dissociation occurs in which the individual may 
carry out very complex acts of which he is only 
dimly or not at all aware later. Courts have rightly 
taken a dim view of this defense,—but if it could 
be proved actually to have been the case—a diffi- 
cult if not impossible task—the defendant should 
logically not be held responsible any more than a 
somnambulist is held for acts done while sleep- 
walking. 


Is it true that a state of transitory psy- 
chosis (temporary insanity) is encountered 
only in the courtroom? Would it not be 
more accurate to say that the courtroom is 
the only place where we are called upon to 
publicly establish diagnostic criteria. Why 
should it become more difficult to accom- 
plish this before a judge and jury than be- 
fore medical students or residents? It is 
our contention that some of the difficulties 
in the practice of forensic psychiatry stem 
from the clinicians’ reluctance to recognize 
a set of criteria which must be maintained 
with equal conviction both in ward, consulta- 
tion room, and courtroom. Whether a per- 
son is at a stated time sick or well, sane or 
insane, does not depend on what lawyers 
claim, public demands, or expediency war- 
rants. Rather,.the question can be and must 
be answered in clinical terms. 

In somnambulism and temporary loss of 
consciousness, there exists a state in which 
the person’s ego functioning is greatly di- 
minished or nil. May it be that diminution 
of ego functioning can occur even when the 
patient is in a fully wakeful state? It is our 
experience that this happens time and again, 
and is readily observable as we go about 
treating patients daily. When a hospitalized 
patient is lucid, cooperative and resting, his 
ego functioning permits contact with reality. 
Should we find our patient a few hours later 
in a state of agitation, confusion, halluci- 
nated and totally unmanageable—what is 
the state of ego functioning at this time, 
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and how much contact with reality does he 
have? 

We raise these questions because it is 
our opinion that the establishment of a 
defense of insanity must demonstrate that 
the defendant suffered from diminution of 
ego functioning of such severity as to re- 
veal diminution of powers of judgment, 
perception, control over instinctual drives 
and contact with reality in toto. It is the 
quantity of ego functioning that makes pos- 
sible differentiation between right and wrong, 
and the ability to correctly perceive reality. 
This issue has been frequently raised, but 
not clarified since the days of the McNaugh- 
ten trial. 


CASE MATERIAL 


In 1936, during the experimental phase of insulin- 
shock treatment of schizophrenia, a 19-year-old 
boy was admitted to Bellevue. The history was 
negative for any physical or mental illness. The 
young man was attending college and enjoying the 
usual social experiences. He had a girl friend with 
whom he “broke off” recently. At about the same 
time he became tense, restless, complained of fear- 
ing someone wanting to harm him, and admitted 
to vague auditory hallucinations. ile was diag- 
nosed as an acute paranoid schizophrenia—most 
suitable for the insulin therapy. 

As the work-up progressed, the patient’s symp- 
toms were clearing rapidly. He was given one 
treatment (small non coma producing dose of in- 
sulin). Within the next few days he was free of 
all presenting symptoms and was discharged to 
his family. We think this to have been a case of 
“acute hallucinosis.” 

In December 1947, we were consulted by a young 
woman, age 194. She was a highly intelligent person 
who completed college at 18 and was now work- 
ing for a Master’s degree. The girl was overtalka- 
tive, euphoric, and gave a history of a good deal 
of overactivity in recent days. This developed 
while she was residing on the campus of an out- 
of-town college. She entered into a number of in- 
discreet social relationships, said and did things 
that caused embarrassment to those about her, and 
of course attracted too much attention from school 
authorities. The clinical picture was an acute manic 
psychosis. The onset was definitely of very recent 
date—about 4 days prior to examination. The pre- 
dominant symptoms mentioned were apparent even 
to the non-medical observers. When seen 4 days 
later she was less agitated, and showed some ap- 
preciation of her grossly irrational behavior of a 
week ago. The functions of the ego of this pa- 
tient were greater and her contact with reality 
better. She returned at frequent intervals, and in 
about 2 months was free of psychotic symptoms. 


The above cases are typical of acute psy- 
chotic reactions. While these are frequently 


encountered in civilian life, they were ob- 
served with greater frequency among mili- 
tary personnel during World War II. 

Turning now to the courtroom scene, we 
find the clinical picture to be not different. 
We cite two medico-legal cases. 


In one, a woman of 25 was seen on January 25, 
1957. She was seeking custody of her son. The 
youngest of 9 children, she never knew her father, 
who deserted her mother around the time she was 
one year old. She was reared by her mother and 
older 6 brothers and 2 sisters. In 1949 she met a 
soldier whom she married in 1950. Soon there- 
after, this woman came to live with her husband’s 
family and difficulties ensued. Following his dis- 
charge from service, the husband made it clear that 
he wanted to live as close to his parents as possi- 
ble. He too was seen by us, and found to be a 
passive, dependant man. 

A frustrated marriage relationship caused her 
to leave New York, and return to her relatives in 
the South. She took her boy with her. This was 
in July 1954. Shortly after her departure, the hus- 
band started annulment proceedings on grounds of 
desertion. In March of 1955, he informed his wife 
that the marriage had been annulled. 

Shortly after receipt of this news, the woman 
became moody, at times she laughed for no ap- 
parent reason. She claimed to be a movie star or 
famous dancer. (While in elementary school she 
won a prize for dancing.) Her behavior prompted 
her family to take her to a doctor and she was 
committed to a state hospital (July 1955). There, 
several diagnoses were made, ranging from manic 
reaction to hebephrenic schizophrenia. She was 
given several electric shock treatments, and dis- 
charged from the hospital a few months after ad- 
mission. Review of the clinical records fails to 
disclose descriptive material warranting any of the 
formulations beyond their being diagnostic impres- 
sions. What is clear from the total case history 
is that the patient, upon learning that her husband 
had actually terminated the marriage (rejected 
her), attempted to deal with this recurrence of 
painful rejection (father rejected her at the age 
one), by fleeing from reality into a state of hallu- 
cinatory gratification in which she could deny the 
painful reality. She has been well since recovery, 
and on recent clinical evaluation manifested noth- 
ing to warrant consideration of a schizoid person- 
ality. Her ego functioning is good and contact with 
reality equally so. On the basis of our opinion 
that she is not schizophrenic nor was in 1955, but 
rather suffered an acute psychotic reaction at the 
time, the judge gave her custody of the boy. 


The second case and the one that prompted 
us to enter this discussion, concerns a 3I- 
year-old defendant who shot and killed a 
man on April 20, 1954. The circumstances 
preceding the shooting were the following: 


For many weeks, Brannen was threatened by 
‘phone, through intermediaries, and in person by 
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a man who accused him of being a “stool pigeon.” 
On March 25, 1954, the threatening person (Lee) 
became an assailant and together with accom- 
plices broke into Brannen’s home, and attacked 
him with knives. In his attempt to escape, Bran- 
nen jumped through a second story window and 
ran in panic, crashing through a glass door, to 
find security in a neighbor’s home. He was taken 
to a hospital, where the many lacerations were 
sutured, and sent home. Before this attack upon 
him, Brannen complained to police that he was 
being threatened, and named the threatener. After 
the assault upon him, he again went to the police 
to ask for aid and protection. A detective was as- 
signed to his case, but threats continued. 

A skilled worker, Brannen began to avoid his 
work, remained home, and became depressed and 
“jittery.” His avoidance of work caused building 
inspectors to prod him to complete jobs he had 
taken on. Unsuccessful in his attempt to obtain 
a pistol permit, he went out and bought a shot- 
gun and shells. Thus armed, he remained at home. 
Soon thereafter, Lee again rang the defendant's 
doorbell and threatened him by calling through the 
window. Brannen responded by phoning the police, 
who told him his case was in charge of a certain 
detective who would get in touch with him. The 
detective did not call back. 

Prompted by depletion of funds and proddings 
by building inspectors, Brannen decided to return 
to work. On April 20, 1954, he placed his shot- 
gun and a few shells in the back seat of his car, 
and drove to a job. Following a day’s work, he 
was returning home at about 7 P. M., when he was 
stopped by a traffic light. As he looked to one 
side of the busy street he saw a negro couple 
walking. He had the impression that the man was 
Lee, and that he was walking towards the car. 
Brannen got out of his car, took the gun from the 
back seat and loaded it with two shells. By this 
time he thought he saw Lee quicken his step. When 
the man was quite close, Brannen was sure the man 
had his hand in his pocket—probably on a gun or 
knife. Fortified by his own gun, Brannen had the 
feeling he would attempt to talk to Lee and tell 
him he had never “stool pigeoned” to the police. 
At the same time his fear and tension mounted and 
he was sure Lee was not walking but running to- 
wards him; he pulled the trigger once, and when 
Lee “kept on running” he shot again. Lee fell. 
Brannen got into his car and drove to the same 
police station where he had called for protection 
many times, to report his killing of Lee. He was 
placed in a room and told to wait. Four hours later 
he was confronted with an unscathed Lee. Bran- 
nen had killed a man he had never before seen. 
When examined in December 1954 and January 
1955, Brannen was mildly depressed, fearful and 
anxious. It was difficult to reconcile his convic- 
tion that the man he shot at was not Lee and was 
not running towards him to again attack him. 


A careful study of the entire history ob- 
tained from all available sources, led us to 
the opinion that Brannen, threatened, began 


to fear for his life. His fear mounted, as 
did the anxiety and tensions. Fear was re- 
placed by a phobic state. As the ego func- 
tions were further impaired, Brannen found 
himself in a state of hallucinatory psychosis 
in which he felt attacked by a known assail- 
ant and acted in what he considered to be 
justified self-defense. Two serious ques- 
tions had to be considered—one, error in 
identification, the other, a deliberate venge- 
ful act. 

That this was not a matter of simple mis- 
identification is supported by the fact that 
Brannen had seen Lee many times, and had 
ample time and opportunity to observe the 
man prior to the shooting. 

Concerning the second possibility, Bran- 
nen had ample opportunity to remove the 
threat to his life at the time he sat in his 
house with the gun and shells available when 
Lee last called to repeat his belligerency. He 
only ’phoned the police and asked for pro- 
tection again. 

Furthermore, he went to the police di- 
rectly after the shooting and reported the 
same. The entire social history of the de- 
fendant points against his attempting to do 
a vengeful shooting of a rather persistent 
provocateur. Brannen, born in the South, 
was endowed with limited intellectual pow- 
ers, and congenital syphilis. He was father- 
less since infancy, and lost his mother when 
he was 14. Feelings of insecurity were 
stimulated in him early in life, and fostered 
since by social and cultural factors. Among 
the latter was lack of formal schooling. In 
spite of the limitations mentioned, Brannen 
learned a trade, made a good social adjust- 
ment, and had never been arrested. That 
he could fail under stress was already borne 
out by his discharge from the Army after 
a few months of service because of “in- 
adaptability to military service.” 

In testifying before the jury,* we argued 
that Brannen after prolonged exposure to 
real danger, reacted with justifiable fears. 
As time passed and the source of danger 
continued, normal fear became phobic. 
Diminution of the ego functions impaired 
the powers of discrimination and judgment. 
At the time of the shooting it was our 
opinion the man was in a state of acute 
psychosis in which condition his perceptions, 


*Hon. Peter T. Farrell presided at the trial. 
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judgment, and all other functions of the ego 
were overwhelmed and led him to a convic- 
tion that he was being again attacked and 
must defend himself. We think he was in 
a state not unlike that of a person attempt- 
ing to escape imaginary assailants, who 
jumps into a river from where he is brought 
to the psychiatric ward, or of another pa- 
tient who thinks the policeman near his bed 
is a would-be assailant, takes the policeman’s 
gun and kills the officer. 

In this case three psychiatrists were ap- 
pointed by the Court on request of defense 
counsel or prosecuting attorney. One of 
them, a man of many years’ experience in 
his specialty, and a member of this Associa- 
tion, refused our invitation for a joint ex- 
amination. For reasons unknown to us, he 
was not asked to testify at the trial. He 
was replaced by a young colleague, who 
readily admitted that he had never ex- 
amined anyone charged with a capital crime. 
This trial ended in a “hung jury” and the 
second trial took place 6 weeks later. At 
this time the District Attorney informed 
the jury that he would not call experts, but 
would demonstrate with the testimony of 
the expert called by the defense that Bran- 
nen was sane at the time he shot and killed 
the man. 

The jury was satisfied with our psychi- 
atric reasoning. We think that the presid- 
ing judge demonstrated a great deal of un- 
derstanding of the psychiatric issues raised. 
He permitted the presentation of clinical 
material and the expression of professional 
opinion for the jury’s consideration. We 
cite this because it is our belief that a pre- 
siding judge can help make psychiatric testi- 
mony a dignified presentation of facts, or its 
opposite, and that the cooperation of judges, 
lawyers and physicians will improve the 
court experiences of medical witnesses and 
thereby help juries understand testimony 
given by technical experts. 

The jury acquitted the defendant by rea- 
son of temporary insanity at the time of the 
commission of the offense. However, this 
was not the end of the legal problem raised 
in this case. The legislators, like the psy- 
chiatrists, have tended to avoid issues raised 
by temporary insanity and have made no 
provisions for dealing with it. Section 454 


of the New York Code of Criminal Pro- 
cedure reads as follows: 

When the defense is insanity of the defendant 
the jury must be instructed, if they acquit him on 
that ground, to state the fact with their verdict. The 
court must, thereupon, if the defendant be in cus- 
tody, and they deem his discharge dangerous to 
the public peace or safety, order him to be com- 
mitted to the state lunatic asylum, until he be- 
comes sane. 

This makes it possible to send an ac- 
quitted defendant to Matteawan State Hos- 
pital. This was done in this case, and was 
followed several months later by a habeas 
corpus proceeding. In instances where the 
defendant is no longer psychotic, he is ordi- 
narily returned to the court of original ju- 
risdiction for disposition. Here, however, the 
trial court was finished with the man; the 
hospital superintendent agreed the man was 
sane and no one seemed to know what to 
do with him. The judge before whom the 
writ was argued did not want to order the 
man’s discharge from the hospital on legal 
grounds, 

Situations such as this make the redraft- 
ing of existing criminal statutes imperative. 
When it is possible to convince a jury that 
a defendant, now sane, was temporarily in- 
sane at the time of the commission of a 
crime, and nevertheless, have him committed 
to an institution for the criminally insane 
pursuant to a statute such as Section 454 of 
the Code of Criminal Procedure of New 
York, the time has come for the legislature 
to face the issues raised by cases of tem- 
porary insanity and to enact more appro- 
priate legislation. To be compelled to insti- 
tute a writ of habeas corpus in a case like 
Brannen’s to test the legality of his deten- 
tion makes a mockery of the expert testi- 
mony introduced and accepted by the jury 
in its verdict. The archaic requirement that 
a certification of sanity by the superintend- 
ent of the institution be approved by the 
court of original jurisdiction before an in- 
mate may be released would seem on the 
face of it to be ridiculous, (opinion of New 
York Attorney General 285, 1942). This 
requirement was put to a legal test in the 
habeas corpus proceeding, and for the first 
time in the history of New York State it 
was established that a defendant certified to 
be sane by the superintendent of the insti- 
tution was entitled to his discharge without 
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the intervention of any court(6). It may 
not be too much to hope that challenges such 
as this will prompt legislative bodies to enact 
laws which will adequately safeguard the 
rights of a defendant, and at the same time 
protect the public. 


SUMMARY 


It is not necessary to argue the point that 
transitory psychoses occur, and are seen fre- 
quently by the clinician. Occasionally a 
crime is committed during such a state— 
sometimes referred to as an acute psychotic 
episode. We must establish a set of criteria 
for the clinical diagnosis of the condition 
when it exists or is alleged to have existed, 
and these, we feel, will suffice for purposes 
of defense. We here quote Overholser(4) 
who quotes Isaac Ray, 


Insanity (the word was used then by medical men 
as equivalent with “psychosis”), is a disease, and 
as is the case with all other diseases, the fact of 
its existence is never established by a single diag- 
nostic symptom, but by the whole body of symp- 
toms, no particular one of which is present in 
every case. 


The Ray awards of the A.P.A. have in 
recent years resulted in a growing body of 
knowledge, most helpful to forensic psy- 
chiatry. We have already alluded to Over- 
holser’s award book “The Psychiatrist and 
the Law.” Another of these miniature 
classics is the one by Zilboorg(5). The 
second winner of the Ray award, frequently 
humorous, at times bitterly critical, is none 
the less clinical in his observations. Con- 
cerning the M’Naghten rule, he says, “It is 
the monster of the earnest psychiatrist which 
prevents him from introducing into the 
courtroom true understanding of human 
psychology and of the criminal act.” In the 
Brannen case in Queens County, State of 
New York, a psychiatrist was asked the 
question, “What is psychosis?” and instead 
of being limited to a brief answer was per- 


mitted to go up in front of the jury box 
and with pencil and paper explain schemati- 
cally the relationship between quantity of 
ego functioning and psychosis. This was 
made possible by a team of competent de- 
fense lawyers, and even more important, an 
alert, curious and tolerant judge. One won- 
ders whether Judge Farrell was even inter- 
ested in adding to medico-legal history when 
he agreed that the psychiatrist may use dia- 
grams in clarifying his clinical points. Later, 
the same lawyers and in the same case, 
further attacked the status quo when they 
were successful in a habeas corpus writ and 
obtained Brannen’s release from Matteawan 
without referral to the court of orginal juris- 
diction. 

The Brannen case alone could have been 
an interesting presentation. We chose to in- 
clude other clinical material because we de- 
sire a discussion of the broader aspects of 
temporary insanity as a defense. Acute psy- 
chotic episodes, or transitory psychotic 
states, or temporary insanity are terms de- 
picting the same clinical entity. A person 
in such state manifests in behavior and ex- 
presses in words evidence of marked dim- 
inution of ego functioning. This may result 
in disturbance of thinking, perception, and 
judgment to such severe degree as to make 
it impossible for the affected person to dis- 
tinguish reality from unreality. 
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THE VERDICT ON THE KINSEY IMPORTS 
KARL M. BOWMAN, 


Psychiatrists should keep in mind the 
powerful forces in our culture that oppose 
objective discussion and scientific study of 
sexual behavior. Public attitudes are re- 
flected, for example, in the many laws that 
label certain sex offenses as unspeakable 
crimes against nature and in the legal pro- 
cedures that shrink from a full account of 
the alleged sex offense. 

Post Office and Customs Department offi- 
cials have often been quick to call some- 
thing obscene that may arouse individual dis- 
like or disgust. In their review of obscenity 
in the courts, Lockhard and McClure (Law 
and Contemp. Problems 20: 586, 1955) 
point to obscenity as “one of the most elu- 
sive and difficult concepts known to the law,” 
a term for which legislative bodies have 
seldom tried to provide a “workable defini- 
tion.” The courts have therefore had to 


work out as best they can their own mean- 
ing of an “extremely difficult and complex 
concept.” The question of obscenity is of 


especial importance to scientists, if the scien- 
tific study of sexual behavior is not to be con- 
fused with pornography. 

A recent United States District Court de- 
cision in favor of the Institute for Sex Re- 
search at Indiana University again defines 
the problem of obscenity. 

A brief resumé of the case of the United 
States v. the Institute follows. When, in 
1952, the late Dr. Alfred C. Kinsey, who 
then headed the Institute, applied for per- 
mission under Sec. 305(a) of the Tariff 
Act of 1930 to import certain sexual ma- 
terial, the Acting Secretary of the Treasury 
declined to exercise his discretion, for this 
purpose, on the ground that an exception 
was by precedent “‘limited to a narrow cate- 
gory of articles and . . . applicable to only 
a specialized practice of medicine.” The de- 
cision, however, implies nothing as to the 
correctness of this action, since the Insti- 
tute sought no review of it. 

Upon Customs seizure of the material, the 
U. S. Attorney filed a libel seeking the “for- 
feiture, confiscation, and destruction of cer- 


1 Address: 3831 
Calif. 
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tain photographs, books and other articles” 
on the basis of their being “obscene and im- 
moral” within the meaning of Sec. 305(a). 
The Institute asked the release of the ma- 
terial, maintaining that the attempted im- 
portation does not violate the section, which, 
if so interpreted, violates certain provisions 
of the U. S. Constitution. Both the govern- 
ment libellant and the claimant moved for 
summary judgment, 1.e., a prompt and sim- 
ple procedure and hearing, without jury. 
The case was heard in the U. S. District 
Court, Southern District of New York, be- 
fore Judge Edmund L. Palmieri. 

The government supported its motion by 
only the material itself. The Institute, repre- 
sented by the New York law firm of Green- 
baum, Wolff and Ernst, was aided by the 
Trustees of Indiana University, who sup- 
ported the claimant’s position with a brief, 
amicus curiae (friend of the court). The 
Institute’s motion was also supported by af- 
fidavits sworn to by many distinguished per- 
sons, including the president of Indiana Uni- 
versity and various physicians, psychologists, 
academicians and penologists. The Honora- 
ble James V. Bennett, Director of the Bureau 
of Prisons, U. S. Department of Justice, 
praised the Institute’s contributions to an 
understanding of pathologic sexuality and 
sex offenders and the problems of sexual ad- 
justment in prison inmates. The University’s 
president termed the Institute really a spe- 
cial research department of the University. 

For the purposes of the decision Judge 
Palmieri assumed, following the Supreme 
Court decision in the Roth case (354 U. S. 
476, 489, 1957), that the disputed material 
would as a whole by present community 
standards appeal to the average person’s 
prurient interest. He held, however, that 
the question of “academic freedom,” much 
bruited in the Institute’s oral argument, does 
not arise in this case because “I believe that 
Sec. 305(a) does not permit the exclusion” 
of the material. He framed his discussion in 
terms of whether the disputed material is 
“obscene,” to whose definition he considered 
that the word “immoral” adds nothing, nor 
did the government so contend. 
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The judge further noted that the govern- 
ment neither served affidavits “setting forth 
any facts in opposition to those contained in 
the affidavits served by the claimant,” nor 
sought by affidavit to show that it cannot 
“present by affidavit facts essential to justify 
(its) opposition.” Yet it did not concede 
that the facts stated in the affidavits were 
true. Although at his discretion the judge 
could refuse summary judgment, even 
though the government remained mute, he 
saw no reason in this case to do so. 

There was thus no genuine issue as to 3 
facts, the only ones found relevant to the 
issues at hand: 1. The Institute sought to 
import the material for the sole purpose of 
the study of human sexual behavior in vari- 
ous forms and in different cultures. 2. The 
articles would be available not to the gen- 
eral public but only to staff members of the 
Institute or to other qualified research schol- 
ars. 3. This material would not in all reason- 
able probability appeal to the prurient inter- 
est of such research persons. 

In these circumstances, the question for 
decision was therefore whether Sec. 305(a) 
in prohibiting the importation of “obscene” 
material prohibits the importation of ma- 
terial generally assumed to appeal to the 
“average person’s” prurient interest, pro- 
vided that only persons who will have ac- 
cess to the material will study it for the pur- 
poses of scientific research and that the 
material in reasonable probability will not 
appeal to their prurient interest. That is, the 
decision depended on the meaning of the 
word “obscene” in the section at issue. 

In search of a definition, Judge Palmieri 
defined material as obscene (and not merely 
coarse, vulgar or indecent in a popular sense ) 
that “deals with sex in a manner appealing 
to prurient interest.” The one to whose 
prurient interest the work must appeal is 
usually termed the “average person” ; but it 
must be noted that this rule is applied to 
cases involving material to be distributed to 
the public at large. The more inclusive defi- 
nition must therefore judge the material by 
its appeal to “all those whom it is likely to 
reach” ; and under it the “average man” test 
is but one application of the rule. Chief Jus- 
tice Warren’s concurring statement, in the 
Roth case opinion, was quoted, that present 
obscenity laws depend largely on the effect 


of the material upon those who receive it. 

“Of course, this rule cuts both ways,” 
Judge Palmieri stated. “Material distributed 
to the public at large may not be judged by 
its appeal to the most sophisticated, nor by 
its appeal to the most susceptible. And I be- 
lieve that the cases establish that material 
whose use will be restricted to those in whose 
hands it will not have a prurient appeal is 
not to be judged by its appeal to the popu- 
lace at large.” It is concluded, from con- 
sideration of several similar cases, that such 
material may be owned by an institution 
where its use can be controlled. 

The judge also compared the importation 
of the disputed material with cases uphold- 
ing importation of contraceptives and books 
dealing with contraception; and of other 
goods permitted to enter ports, e.g., narcotic 
drugs, viruses, serums and toxins, whose po- 
tential harm, in the wrong hands, could be 
incalculable. In these cases the circumstances 
of the use of the material was held relevant. 
Similarly, the fact of its “closely regulated 
use by an unimpugned institution of learn- 
ing and research” removes the ban from ma- 
terial that would not be importable for gen- 
eral circulation. “The work of serious 
scholars need find no impediment in this 
law.” The judge also noted that the mean- 
ing of obscenity, as developed in the Roth 
case opinion, was held to agree with the defi- 
nition of the American Law Institute Model 
Penal Code, Sec. 207.10(2), Tentative 
Draft, No. 6, 1957: It includes, under the 
noncriminal dissemination of obscenity, “‘in- 
stitutions or individuals having scientific or 
other special justification for possessing such 
material.” 

Having disposed of these points, Judge 
Palmieri next considered a point mentioned 
by the government, that of material as being 
“obscene per se.” Again the judge noted 
that material cannot have a prurient appeal 
without reference to a beholder. “For what 
is obscenity to one person is but a subject 
of scientific inquiry to another.” Such im- 
portation can also be justified as a condi- 
tional privilege in favor of scientists and 
scholars, but this is only another way of em- 
phasizing the importer’s scientific interest. 

Two other objections were raised by the 
government : one, that the second proviso of 
Sec. 305(a), allowing admission of obscene 
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books of established literary or scientific 
merit at the discretion of the Secretary of 
the Treasury, provides the sole means for 
such importation. The refusal in 1952 of 
the Acting Secretary to exercise his discre- 
tion would therefore deny admission of the 
material. The judge considered that since 
the libelled material is not to be termed ob- 
scene, on the theory that its nature must be 
judged by its appeal to the user, therefore 
the second proviso does not apply. Nor was 
he convinced that the enactment of the 
second proviso was intended “to establish 
the Secretary’s discretion as the sole means 
by which scientists could import such ma- 
terials. Indeed, the cases decided since 1930 
have not so held.” 

In its second objection, a concursus horri- 
bilium, the government contended that the 
above interpretation allows no workable cri- 
teria whereby the section can be adminis- 
tered. Some of the possible dread results 
are listed. It should be no more difficult, 
however, “to determine the appeal of libelled 
matter to a known group of persons than 
. . . to a hypothetical ‘average man’.” The 
necessity for acquiring materials or the value 
of the result of the research to society is not 
in question. The act does not warrant cus- 
toms officials or the court to sit in review 
of scholars’ decisions about a field of investi- 
gation. The sole question is whether there 
is a reasonable probability that, to those per- 
sons who will see it, the material will have 
prurient appeal. 

As to would-be panderers of such ma- 
terials, the theory of this decision, “rightly 
interpreted,” affords them no comfort. Being 
unconnected with a recognized institution 
conducting scientific research, they would 
not easily establish a reason for importation 
other than gratification of prurient interest. 

The opinion also discounted another possi- 
bility, the establishment of “myriad and spu- 
rious ‘Institutes for Sex Research’ as screens 
for importation of pornographic material” to 
be sold. In addition to these reasons given, 
the authenticity of any such institute and of 
its research will always be a subject for in- 
vestigation. The request, for example, for 
importation of multiple copies of particular 
material should raise a strong question as to 


the individual’s claims of scientific purposes. 
The would-be panderers could hardly “con- 
vince anyone that they are serious candidates 
for the mantle of scientific researcher.” 

The fact of no reasonable probability for 
appeal to the prurient interest of those who 
will see the material was not disputed. Judge 
Palmieri therefore denied the government’s 
order for destroying as obscene this collec- 
tion of material imported for scientific pur- 
poses and granted the claimant’s motion “for 
summary judgment dismissing the libel and 
releasing” the material to it. 

The government decided on January 2, 
1958, to accept the court decision. Attorneys 
for the Institute believe that the affidavits 
supplied by many specialists, including psy- 
chiatrists, contributed greatly to the court’s 
acceptance of the need for, and scientific va- 
lidity of, the Institute’s study of such ma- 
terial. The record from such unimpeachable 
sources was so impressive as to go unchal- 
lenged by the government. They expect the 
decision to greatly advance the frontiers of 
freedom of scientific inquiry in this country. 

Judge Palmieri states in his opinion that 
“the work of serious scholars need find no 
impediment” in customs barriers under the 
legal section. The legal interpretation evi- 
dently protects a bona fide scientific investi- 
gator in importing and using any material 
for scientific study. A footnote appended 
to the opinion states that all ideas which do 
not encroach upon more important interests, 
even those hateful to the prevailing climate 
of public opinion, have the full protection of 
the Constitutional guaranties. “But inplicit 
in the history of the First Amendment is the 
rejection of obscenity as utterly without re- 
deeming social importance.” 

Whether or not this decision advances the 
interests of academic freedom and of free- 
dom of speech, it protects the rights of scien- 
tists to determine their fields of inquiry and 
to obtain needed material for such inquiry. 
This question is of major interest to psychi- 
atrists, since sexual behavior is or should be 
an important topic of study in psychiatry. 
I have therefore given a rather full account 
of the recent decision, which the Justice 


Department will not appeal. 
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PSYCHIATRIC EVALUATION OF “NORMAL CONTROL” 
VOLUNTEERS 


WILLIAM POLLIN, M.D., ann SEYMOUR PERLIN, M.D.? 


“Normal control” volunteers play an 
important role in contemporary research 
studies. Fundamental physiological and psy- 
chological processes, pharmacological evalu- 
ations and normal values for new laboratory 
procedures are often studied in such subjects. 

The decision to become a volunteer re- 
search subject may reflect personality fea- 
tures which could result in a psychologically 
unrepresentative sample. Findings obtained 
from such a sample could not be readily gen- 
eralized to larger populations. Psychiatric 
evaluation of a group of 29 volunteer sub- 
jects at the National Institutes of Health was 
undertaken to investigate the relationship be- 
tween volunteer status and the presence of 
psychopathology. This report describes that 
relationship and discusses some of the prob- 
lems involved in the use of volunteer 
samples. 

A number of prior investigators have stud- 
ied various aspects of this problem. Brower 
(1), Maslow(2), Maslow and Sakoda(3), 
and Riggs and Kaess(4) compared the re- 
sults achieved on a variety of psychological 
and psychomotor tests by two student sub- 
groups: those who volunteered to take them, 
and those who took them as an assignment. 
They found significant differences between 
the volunteer and the non-volunteer groups. 
Lasagna and Felsinger(5) studied a group 
of student volunteers who participated in a 
drug response project and found a higher 
incidence of psychopathology than would be 
expected in an unselected college population. 

Volunteers at the National Institutes of 
Health—The majority of volunteers at the 
National Institutes of Health are members 
of two small, closely related, Protestant 
peace religious denominations. Within this 
group of volunteers, there are some who are 
conscientious objectors. A smaller group are 
members of other religious denominations. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, IIl., May 


13-17, 1957. 

2 Section on Psychiatry, Laboratory of Clinical 
Science, National Institute of Mental Health, Be- 
thesda 14, Md. 


The volunteers spend from several weeks to 
two years at the National Institutes of 
Health, living full time on the wards and 
participating in a number of different re- 
search studies. Since 1954, over 200 have 
been involved in more than 40 research proj- 
ects. They receive, in addition to their up- 
keep, reimbursement of $7.50 to $10.00 per 
month. 

Description of the Study Group.—The 
subject group was made up of 15 female 
and 14 male subjects. The members ranged 
in age from 18 to 30, with a median age 
of 21. The median educational level was 3 
years of college. Of the 24 subjects who 
were members of the peace sects, 13 belonged 
to Denomination A and 11 to Denomination 
B. Eleven of these 24 were conscientious 
objectors. Five remaining subjects belonged 
to a variety of other Protestant denomina- 
tions. 


METHODOLOGY 


The first 7 of the control volunteers in 
the present subject group were psychiatri- 
cally evaiuated in an investigation of per- 
sonality as a variable in the study of the 
effect of lysergic acid diethylamide on cere- 
bral blood flow and metabolism(6). The 
transcribed interviews were independently 
evaluated by two psychiatrists for the pur- 
poses of this present investigation. Subse- 
quently, psychiatric evaluation was made a 
part of the routine work-up of all volunteer 
subjects in the National Institute of Mental 
Health. This evaluation was accomplished 
within the course of a 3-hour interview, 
though occasionally two or three interviews 
were held. 

The interview was a semi-structured one. 
Specific areas of content included motivation, 
family and personal history, prior adjust- 
ment and symptom review. In addition, con- 
siderable freedom for the development of 
spontaneous material was permitted. 

Findings obtained by use of interview rat- 
ings and psychological tests will be reported 
separately. 
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RESULTS 


1. Psychopathology.—The range of psy- 
chopathology in this group of volunteers 
varied from somewhat intensified adolescent 
turmoil through neurosis to psychosis. Fif- 
teen of the 29 subjects showed significant 
psychopathology. Within the framework of 
the evaluation scheme employed, a definitive 
diagnosis was not warranted for 4 of these 
15 subjects. 

Diagnoses were made for 11 volunteers; 
for 5 of them, there were multiple diagnoses. 
There were 6 Personality Disorders, 6 Neu- 
rotic Reactions, 2 Sociopathic Disturbances, 
i Adult Situational Reaction, 1 Psychophysi- 
ological Reaction, and 1 Schizophrenic Re- 
action. These are shown in Table I. 


TABLE 1 
DIAGNOSES IN 29 YOUNG VOLUNTEER SUBJECTS 


Neurotic reactions 
Chronic anxiety reaction 
Phobic reaction 
Obsessive-compulsive reaction 
Psychophysiological reactions 
Adult situational reaction 
Personality disorders 
Compulsive personality ............... 3 
Passive aggressive personality 
Schizoid personality 
Personality trait disturbance, other 
Sociopathic disturbances 
Sexual deviation, homosexuality 
Anti-social reaction 
Schizophrenic reaction: chronic undifferentiated 


The occurrence of psychopathological 
symptoms was tabulated for each subject. 
For the group as a whole, there were 22 psy- 
chophysiological and somatic symptoms and 
4 hypochondriacal preoccupation and _ poly- 
surgery. In addition, there were 21 anxiety 
and phobic symptoms, 6 obsessive-compul- 
sive symptoms, and 4 involving paranoid 
ideation, and 2 withdrawal. Ten symptoms 
were of an acting-out nature and 5 reflected 
primarily an affective state. Table 2 shows 
these in greater detail. 


2. Motivation —Two levels of motivation 
emerged from the interview data. The first 
consisted of the consciously stated reason 
for becoming a volunteer and selecting an 
assignment at the National Institutes of 
Health. The second was that of unconscious 


TABLE 2 


PSYCHOPATHOLOGICAL AND PsYCHOPHYSIOLOGICAL 
Symptoms PRESENT AND BY HIsToRY 


Anxiety symptoms 
Phobias 
Psychophysiological and somatic 


Muscle-skeletal 
Amenorrhea and dysmenorrhea 
Labile blood pressure 
Hypertension 
Acrocyanosis 
Dermatitis 
Allergies 
Obesity 
Stress incontinence 
Hypochondriacal preoccupation and fears 
Polysurgery 
Compulsions: handwashing 
Compulsions: other 
Obsessions 
Masochistic thoughts 
Pathological ruminations 
Obsessive inferiority feelings 
Depression 
Emotional lability 
Eneuresis 
Speech difficulties 
Fire setting 
Homosexuality 
Projective tendencies 
Delusions 
Depersonalization 
Schizoid withdrawal 


and preconscious determinants, which could 
not always be elicited. 

The consciously stated motivations could 
be categorized as follows: 

(a) Desire for new experiences—Many 
of these subjects had never been away from 
their rural environs and looked forward to 
spending time near Washington, D. C. So- 
cially isolated individuals sought an oppor- 
tunity for meeting other young people. Sub- 
jects who were planning scientific careers 
were interested in the research activities at 
the National Institutes of Health. 

(b) Feelings of Obligation—Linked to 
their religious convictions, some subjects 
spoke of a decision to fulfill their obligations 
to God and to serve mankind. Others felt 
an obligation to match the contributions made 
by servicemen. 

(c) Avoidance.—A pattern of avoidance 
of difficult or unpleasant situations by spend- 
ing time as a volunteer was occasionally de- 
scribed. One such situation was the exist- 
ence of unpleasant relationships at home. 
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Another related to the difficulty of making 
vocational or career decisions. 

In approximately one-half of the subjects, 
an impression could be reached regarding 
unconscious or preconscious motivations for 
volunteering. One example of such determi- 
nants will be given: subject #1 explained 
her selection of an assignment at the Na- 
tional Institutes of Health on the basis of a 
desire for new friends and a wish to get 
away from her family. She had a history of 
multiple minor somatic complaints, hypo- 
chondriacal preoccupations and polysurgery. 
For 3 years prior to entering volunteer serv- 
ice, she had worked as a nurses’ aid in a 
general hospital. This was the first period 
in her life marked by a fairly satisfactory 
adjustment and some feelings of fulfillment. 
Her choice of the National Institutes of 
Health as the first of her volunteer assign- 
ments appeared to be part of an unconscious 
mode of handling unresolved conflicts in 
hospital situations. After leaving the Insti- 
tute, she volunteered to work as an attendant 
in a mental hospital. The choice of a men- 
tal hospital was a continuation of the same 
pattern but, in addition, emphasized increas- 
ing uncertainty about her psychological ad- 
justment. Psychotherapy had previously 
been recommended, but rejected by her. 

3. Relation Between Motivation and 
Psychopathology.—A significant difference 
emerged between the volunteers who were 
conscientious objectors and those who were 
not. Of 11 conscientious objectors, 3 had 
significant psychopathology (27%), and 
were diagnosed; of 18 non-conscientious 
objectors, 12 had significant psychopa- 
thology (67%), 8 of who were diagnosed. 

There was also a marked difference be- 
tween the extent of psychopathology in the 
subgroup of subjects who were members of 
the peace church denominations, compared 
to the subgroup who belonged to other de- 
nominations. In the peace church group, 10 
of 24 subjects had significant psychopa- 
thology (42%); among members of other 
religious groups, 5 of 5 had such pathology 
(100%). There was no significant differ- 
ence in the incidence of diagnosed pathology 
between male and female groups. 

4. Personality Differences——Within the 
volunteer group as a whole, marked differ- 
ences were found in personality structure. 


There was wide variation shown in the types 
of defense mechanisms employed, the extent 
to which anxiety was integrating or disinte- 
grating and the degrees of involvement and 
responsivity shown by different individuals 
characteristically and in periods of stress. A 
preliminary report describing the relation- 
ship of such personality variables to differ- 
ences in cerebral metabolism in the first 7 
volunteers has been presented(7). 


DISCUSSION 


There are 3 subgroups in the volunteer 
sample : 1. Conscientious Objectors ; 2. Peace 
Sect members who are not conscientious ob- 
jectors; 3. Volunteers of other religious de- 
nominations who are not conscientious 
objectors. As regards the conditions con- 
tributing to becoming a volunteer, and in the 
incidence of psychopathology, these sub- 
groups differ significantly. 

In the conscientious objector subgroup, the 
individual subject did not make a decision 
to enter the volunteer service as such, but 
rather, in conformity with his cultural and 
personal values, that he would not enter the 
armed forces. Once this decision was ar- 
rived at he was automatically assigned to the 
appropriate Volunteer Service Committee. 
In the subgroup of Peace Sect members who 
were not conscientious objectors, this type 
of external pressure was not present. How- 
ever, both of the closely knit, communal 
sects to which members of this group be- 
long strongly encourage their young people 
to enter volunteer service. Doing so is very 
much part of an ongoing, active, socio-cul- 
tural tradition. In the subgroup composed 
of volunteers who were not members of 
the peace sects nor were conscientious ob- 
jectors there was neither the external pres- 
sure of the conscientious objector group nor 
the cultural tradition of the peace church 
group underlying entry into volunteer serv- 
ice. For them, therefore, volunteering repre- 
sents to a greater extent a personal choice. 

The prevalence of psychopathology varies 
considerably in these three subgroups, in di- 
rect relationship to the extent to which vol- 
unteering appears as a personal rather than 
an externally pressured or externally fav- 
ored act. In the conscientious objector 
group 3 of 11 subjects showed significant 
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psychopathology (28%) for all of whom 
diagnoses were made; in the group of non- 
conscientious objectors from the peace 
churches, 7 of 13 subjects had significant 
psychopathology (59%), 4 of whom were 
diagnosed ; and in the group who were not 
members of the peace sects nor conscientious 
objectors, 5 of 5 subjects had significant 
psychopathology (100%), 4 of which were 
diagnosed. (As noted, the trend of in- 
creased incidence of psychiatric diagnoses is 
similar to that of the psychopathology. ) 

Lasagna and Felsinger have previously 
reported a high incidence of psychopathology 
in a group of 56 male college volunteers who 
were participating in a drug effect project 
(5). Basing their results on Rorschach tests 
and a psychological interview, they found 27 
cases of “severe psychological maladjust- 
ment” in their group, an incidence of psy- 
chopathology of 48%. Such an incidence is 
much higher than that reported for an aver- 
age unselected college student population. 
The percent of subjects in this present sam- 
ple who show significant psychopathology 
is quite similar (52% ). However, the break- 
down into subgroups indicates that it cannot 
be assumed that all volunteer populations 
will be unrepresentative with respect to in- 
cidence of psychopathology. The incidence 
appears to vary widely depending upon the 
conditions influencing the decision to volun- 
teer. In this group of subjects, the incidence 
increases when the act of volunteering for 
medical research programs is not linked with 
external reinforcements. 

The personality variations shown within 
this group, and the suggested relationship, 
under certain conditions, between volunteer- 
ing as a research subject and an increased 
incidence of psychopathology, focus atten- 
tion on two questions involved in the selec- 
tion and use of volunteer subjects for re- 
search purposes. 

The first concerns the extent to which psy- 
chological adjustment needs to be taken into 
account in choosing a volunteer group. 
When an investigator is studying a drug 
effect or a biological or psychological process, 
he is usually interested in results that will 
be pertinent to a population beyond his ex- 
perimental group. In choosing such a group, 
one necessarily pays attention to certain cri- 
teria which appear to be related to whatever 


hypothesis is being investigated—for ex- 
ample, age, sex, or state of physical health— 
and ignores a great many others—color of 
hair and eyes, for example—which do not 
seem important. Psychiatric status is one 
criterion that has usually been ignored, ex- 
cept for the exclusion of gross psychopa- 
thology. Failure to employ psychiatric status 
as a criterion may skew results in a number 
of investigative areas. Many biological sys- 
tems for example, are intimately associated 
with and affected by homeostatic responses 
to stress and many investigative procedures 
involve a significant degree of stress for 
the participating subject. The intensity with 
which an individual experiences any situa- 
tion as stressful, and the manner in which 
he copes with such stress, are functions of 
his unique previous life experiences. A vol- 
unteer group composed of individuals with 
psychiatric illness is apt to reflect the high 
level of prior stress, or the decreased ability 
to cope with stress, of its members. It may 
thus yield different results in studies of vari- 
ous physiological or psychological functions 
than one with a low percentage of indi- 
viduals with psychiatric illness. Of particu- 
lar pertinence to physiological studies are 
the marked differences in the extent to which 
individuals in this volunteer population char- 
acteristically used psychophysiologic proc- 
esses as a defense against anxiety. 

The presence of a relationship between 
volunteering and psychopathology, therefore, 
suggests that a determination of the volun- 
teer’s psychiatric status is an additional vari- 
able that needs to be taken into account in 
biological as well as psychiatric studies. 

The second question has to do with the 
possibility of loss of significant results 
through failure to take into account the psy- 
chiatric status of participating subjects. 
With respect to psychiatric factors, a volun- 
teer group is usually treated as a homo- 
geneous one except in studies which are 
specifically psychophysiologic in design. In 
actuality, the volunteer group is clearly not 
homogeneous. Any volunteer group is com- 
posed of various subgroups on the basis of 
personality dimensions as well as psychopa- 
thology. When these subgroups are not dis- 
tinguished and individually studied, findings 
can average out and fail to be recognized. 

Psychiatric evaluation should be con- 
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sidered an integral part of the selection and 
study of all volunteer subects. 


CONCLUSIONS 


1. Psychiatric evaluation of a group of 
29 volunteer research subjects demonstrated 
the presence of significant psychopathology 
in 15. In 11 of the 29 subjects psychiatric 
diagnoses were made. 

2. There was an inverse relationship in 
this volunteer group between the presence 
of psychopathology (and psychiatric diag- 
nosis) and the extent to which environmen- 
tal influences contributed to serving as a 
volunteer. 

3. The incidence of psychopathology in 
a subgroup whose volunteer status was 
largely due to their draft status was 28% ; 
in a second subgroup whose volunteer status 
conformed with socio-cultural tradition, 
59% ; in a third subgroup where neither of 
these factors was operative, 100%. The in- 
cidence of psychiatric diagnosis increased in 
the same direction. 

4. The volunteer group showed consider- 
able differences in the motivations involved 


in volunteering, in the ability of its members 
to accommodate to stress, in defense mecha- 
nisms employed, and in the tendency to 
somaticize anxiety. 

5. These differences, and the relationship 
between volunteering and psychopathology, 
raise a number of questions pertinent to the 
selection of volunteer groups, and the inter- 
pretation of results obtained from them. 
These questions are discussed. 
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NEUROTIC INTERACTION AND PATTERNS OF 
PSEUDO-HEREDITY IN THE FAMILY 


JAN EHRENWALD, M.D.1 


Recent years have brought increasing in- 
terest in the dynamics of interpersonal rela- 
tionships and in particular in the study of 
interaction in the family. This shift of focus 
from the individual to the group made the 
development of new methods of collecting, 
assembling and processing data necessary. 
J. Moreno’s sociometric techniques(1), 
K. Lewin’s method of group dynamics(2) 
and J. Ruesch’s systematic study of net- 
works of communication(3) are important 
steps in this direction. N. Ackerman paid 
special attention to family diagnosis and 
family therapy(4) centered abc t the tasks 
of child rearing, while Th. Lidz(5) and his 
associates have been engaged in major re- 
search projects concerning the impact of 
pathological behavior patterns on both the 
individual and family structure, and in their 
transmission from one generation to the 
other. 

T. Leary of the Kaiser Foundation in 
California(6) focussed on more elementary 
facets of interpersonal communication. He 
seeks to capture and define so-called inter- 
personal reflexes as they manifest themselves 
in 3 levels of personality in group situations. 
His inventory of 16 interpersonal reflexes 
contains such contrasting pairs as “mana- 
gerial-autocratic” vs. “modest-self-effacing,” 
or “competitive-exploitive” vs. “docile-de- 
pendent.” He found that behavioral atti- 
tudes of this kind are subject to reinforce- 
ment through social interaction. Applying 
an essentially sociometric technique Leary 
uses man as the measuring instrument of 
man. For instance members of a therapy 
group are called upon to rate each other’s 
interpersonal behavior on a checklist of his 
16 variables. 

The present study approaches the prob- 
lem of interaction in the family from an es- 
sentially clinical, phenomenological point of 
view. It focusses on a broad spectrum of 
behavioral elements and configurations as 
they present themselves to the clinical ob- 
server. The most outstanding elements and 
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configurations discernible at such an ap- 
proach are the attitudes and personality 
traits of a given person. An attitude has 
been defined as a person’s observable tend- 
ency to act or behave in a certain way. It 
is thus of a higher order of complexity than 
Leary’s fleeting “interpersonal reflexes.” It 
implies an attempt at predicting behavior, 
based on unconscious or intuitive computa- 
tion of the frequency of a given behavioral 
configuration which has been observed in 
the same person in the past. For instance, 
describing a child’s attitude as “docile” im- 
plies the short-term prediction that he can 
be expected on the basis of his past per- 
formance, to behave in a docile way within 
a given social context, and to play a certain 
social role, e.g., in relation to his mother. 
In the same way, describing the mother’s 
attitude as “controlling” implies the predic- 
tion that, on the grounds of her past be- 
havior, she can be expected to behave to her 
child in a controlling manner. If she is 
found to behave consistently in a controlling 
way not only in relation to the child, but in 
relation to everybody with whom she comes 
in contact, this behavior can be described in 
terms of a character trait. 

Viewed thus, a trait is essentially a fixed 
attitude manifesting itself in a multiplicity 
of social roles. It implies a long-term pre- 
diction based on a great number of specific 
configurations observed by the investiga- 
tor and his associates. In a similar vein, it 
could be stated that the psychoanalytic con- 
cept of character traits or character defenses 
is likewise of an essentially probabilistic na- 
ture, arrived at on the basis of an uncon- 
scious computation of the frequency of cer- 
tain behavioral configurations. It amounts 
to a diagnostic evaluation of the composite 
picture of attitudes a person is wont to ex- 
hibit in diverse social roles. 

The present study is based on a list of 30 
attitudes and/or traits, as defined here. They 
are grouped in 10 triads or clusters of 3 
traits. Each triad or cluster of traits or at- 
titudes is marked by the numerals I to X 
(Table 1). 
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The iirst triad specifies a giving, suppor- 
tive, affectionate attitude. These character- 
istics are closely inter-related and partly 
overlapping, though not synonymous. A 
giving parent may, or may not, be suppor- 
tive and affectionate as well. On the other 
hand, there is always an attitude of giving 
implied by a supportive attitude, just as a 
supportive element is usually present in an 
affectionate approach. Social psychologists 
describe this type of shading and overlapping 
as scaling of attitudes. Their study plays an 
important part in public opinion polls, ques- 
tionnaires, and the like. 

The cooperative, permissive, indulgent at- 
titudes contained in triad II are listed ac- 
cording to the same principle, as are the 


TABLE 1 


INVENTORY OF TRAITS AND ATTITUDES 


rest of attitudes and traits listed from I to 
X in our Inventory of Traits. It should be 
noted that these attitudes come close to 
forming a merging scale or continuum, rang- 
ing from socially desirable, or at least ac- 
ceptable, types of behavior to socially less 
desirable, “neurotic” or frankly disturbed 
behavior. Giving, supportive, affectionate at- 
titudes, are found at the top of the Inven- 
tory (Table 1), or on the extreme left of 
Charts 1-16. Competitive, rejecting, hostile- 
punitive or sado-masochistic attitudes are lo- 
cated close to the lower end of the Inven- 
tory, or on the right of Charts 1-16, with 
the most undesirable, erratic, eccentric and 
defective traits at the bottom of the Inven- 
tory or on the extreme right of the diagrams. 


A B 
Father, mother, spouse Child, sibling 
Symb* I Re I same as in A 
2 symbiotic (prolonged) ........... 2 same as in A 
3 symbiotic (continued) ............ 3 same as in A 
6 6 same as in A 
9 indulgent 9 docile 
Io 10 independent 
II! II domineering controling ........... II socially aggressive 
13 13 same as in A 
IV 14 ee 14 defiant, rebellious 
15 15 same as in A poorly 
16 16 same as in A adjusted, | 
17 17 same as in A 
18 18 same as in A neurosis 
19 19 same as in A 
VI 20 20 same as in A 
VII 23 23 same as in A 
VIII 26 26 same as in A failure, 
28 dew 28 same as in A 
IX 29 29 same as in A 
x 32 32 same as in A 
Brk* 34 ant ern 34 same as in A 
35 35 same as in A 


*Symb stands for symbiotic. 


Brk stands for broken pattern. 
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Our Inventory merely comprises a mini- 
mum number of such traits as can conceiva- 
bly be used to describe interpersonal rela- 
tionships in a given family setting. It does 
not claim to be comprehensive, nor does it 
represent an unbroken continuum in the 
mathematical sense. The traits included 
therein are merely designed to pinpoint cer- 
tain variables in the broad range of be- 
havioral configurations which come to our 
notice with some measure of frequency and 
some degree of consistency. It is true that 
the frequency and consistency of their oc- 
currence cannot be expressed in strictly 
mathematical terms. However, since their 
impact upon the observer is much the same 
as is their impact upon the person involved, 
the observer’s “protocol sentences” describ- 
ing his own reactions can rightly claim the 
status of valid scientific statements. His 
observations are psychologically, if not sta- 
tistically, significant(7). 

It should be added at this point that the 
Inventory of Traits and Attitudes as shown 
in Table 1 has to be modified when we are 
dealing with children under 16. For instance, 
the triad designated as giving, supportive, af- 
fectionate, can better be described in the 
child as pliable, responsive, affectionate 
(Table 1B). The specification of attitudes 
observed in infants or in old age may re- 
quire further modification of the inventory. 

The application of the same Inventory to 
situations outside the family simply involves 
the extension of our inquiry to roles played 
in the community at large, e.g. at school, in 
work situations, therapy groups, etc. 


RATING 


The Inventory is drawn up in such a way 
that the psychologically trained observer 
should have no difficulty in applying its de- 
scriptive terms to persons known to him, 
through clinical interviews, psychotherapy, 


or social intercourse. Attention must be 
focussed on overt behavior and no attempt 
at clinical diagnoses or deeper psychodynamic 
evaluation should be made. 

Exceptions to this rule are the frankly 
disturbed, overtly psychotic areas of be- 
havior. For obvious reasons, in some sub- 
jects reference to “sadistic,” “masochistic” 
or “defective” behavior cannot be avoided. 

Keeping this principle in mind, the ob- 


server (or “judge”) is asked the following 
question: Which, in your opinion, is the 
Triad of Attitudes most characteristic, or 
most outstanding, in a given family pair, e.g., 
in the relationship of mother to child? This 
most outstanding triad, designated I, II, etc. 
should be given the rank, or score of 5. 
Next question: Which attitude ranks, in 
your estimate, as the next outstanding in 
their relationship? This “next outstanding” 
triad of attitudes should be given the score 
of 4, followed in sequential order by the 
score of 3, 2 or 1 on the chart. 

The inventory is so designed that infor- 
mation pertaining to more than 5 triads of 
traits can rarely be obtained. This is why 
the maximum score has arbitrarily been set 
at 5. On the other hand, in order to obtain 
a minimum of useful information the ob- 
server is asked to indicate his choice of not 
less than 2, or preferably 3, outstanding 
triads. Rating is thus based on the order of 
preference established by the observer. In 
this way the method lends itself to a quasi- 
mathematical treatment of rating responses. 

This constitutes the first step in the use 
of the Inventory. It aims at eliciting a rough 
estimate of the subject’s most outstanding 
cluster of attitudes in relation to a given 
family member. As a next step the observer 
is asked to specify which of the 3 traits in- 
cluded in the triad rated at 5 appears to him 
as the most characteristic in the subject’s at- 
titude in a particular family relationship. In 
such a close-up approach the observer may 
decide, with reference to triad III, for ex- 
ample, that the subject’s most outstanding 
trait is protective, controlling or authori- 
tarian, as the case may be. This trait may 
then be marked by the code number 10, 11 
or 12 for further statistical processing of 
the data (see Table 1). 

A third question the observer has to an- 
swer refers to clinical or sociological data 
which are not included in the Inventory of 
traits discussed so far. Extra space is alloted 
for such data in the 3 top and bottom lines of 
the inventory, and on the right and left mar- 
gins, of charts 1-16, in as much as they supply 
factual information relevant to the proposed, 
final statistical evaluation of all the available 
findings. The letters Sy in the first left col- 
umn indicate symbiotic patterns that exist, 
for instance, between mother and child. 
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Symbiosis is conceived here as an intimate 
sharing of attitudes between two persons 
linked together by bonds of identification or 
empathy and what I have described as en- 
kinesis (the motor counterpart of empathy, 
7a), or both. Symbiosis in this sense is a 
normal aspect of the child-parent relation- 
ship in the early infantile period, while its 
persistence in the child beyond the age of 
2 or 3 may have pathological significance, 
as for example in childhood schizophrenia. 
In any case, the persistence of symbiosis in 
adult relationships has to be judged on its 
merits in each individual case. 

Br, on the extreme right of the chart, is 
a reference to broken patterns, such as are 
due to the absence, total incapacity or death 
of one partner in the family pair. Scoring 
of the relevant piece of information depends 
on a consideration of age and the nature 
of the interpersonal relationship. For ex- 
ample a mother’s absence for 3 months car- 
ries the maximum score of 3 in a child of 
one year old or less. In the age period of 2 
to 6 years one year’s absence of the signifi- 
cant adult is scored at 2. 

Ideally, ratings should be obtained by two 
independent judges who are equally familiar 
with the subject of the study. If this con- 
dition exists and if preliminary understand- 
ing regarding the nomenclature has been 
reached between the two observers a high 
score of agreement can usually be found 
between them. A mathematical study of the 
level of agreement that can thus be attained 
is in progress. 

How then does the observer pass his 
judgment, and how does he arrive at his 
score? I indicated that he arrives at it by 
the unconscious or intuitive computation of 
frequencies of behavioral configurations in 
a given social setting. In other words, here, 
as in T. Leary’s investigations, the judge 
himself is the measuring instrument that 
supplies the data upon which the study is 
based. It is true that the validity of such 
a procedure is subject to questions. But the 
fact is that a person’s attitudes or interper- 
sonal reflexes as they manifest themselves 
in any social situation (e.g., in the family 
setting), are derived in much the same way. 
The psychiatrist describing a wife as cling- 
ing and dependent merely re-experiences the 
presumable impact of such a wife upon her 


spouse. But while the husband’s reaction is 
likely to be biased as a result of his per- 
sonal involvement in the marriage situation, 
the psychiatrist has the advantage of his clini- 
cal detachment from the case which should 
in turn give him greater awareness of his 
own tendency to color his judgment by coun- 
tertransference. 

Put in other words, the interaction of 
family members is based on essentially the 
same principles of intuitive computation of 
the frequency of behavioral configurations 
as the trained observer’s response to his sub- 
ject. In both situations man is used as a 
measure of man, with the difference that in 
the clinical situation at least some of the 
flaws inherent in the measuring instruments 
have been corrected. 


PRELIMINARY RESULTS 


The present report is based on the study 
of 12 families (11 white, 1 negro). They 
were seen in part in private practice, in 
part in the outpatient department of Roose- 
velt Hospital in New York.? They include 
3 childless couples and 9 families with 1-4 
children. They are Protestant, Catholic and 
Jewish. The majority belong to the middle 
income bracket. Since their selection was 
solely guided by the availability of as many 
family members as possible for personal in- 
terviews and observation they can be con- 
sidered a random sample of an urban popu- 
lation of mixed American and European 
stock. 

The conclusions suggested by this ma- 
terial are supplemented by the present writ- 
er’s experience with several hundred fami- 
lies seen in consultation with a family 
agency. Limitations of space make it neces- 
sary to confine our discussion to two repre- 
sentative families—one a “well-adjusted” or 
“healthy,” the other a “problem” family, with 
one severely neurotic and one delinquent 
member. 


GUIDE TO FAMILY CHARTS 


Charts 1-16 present the information obtained by 
using the inventory of traits and attitudes (see 
Table 1). Each chart represents ratings of atti- 
tudes exhibited by one family member in rela- 


21 am greatly indebted to Mrs. A. Grieving of 
the Psychiatric Social Service of Roosevelt Hos- 
pital, for her cooperation in the study of these 
families. 
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tion to his or her opposite number in the family 
pair. F-—>M stands for father in relation to mother, 
and vice versa. F-»D1 stands for father’s atti- 
tude in relation to first daughter, etc. In Chart 1 
the triad of attitudes designated II is rated as 5, 
that is, the traits “cooperative, permissive, indul- 
gent” are deemed to be father’s “most outstanding” 
attitudes in relation to mother. The number (7) 
printed under the baseline of the chart indicates 
that on closer scrutiny “cooperative” is the indi- 


GOLD FAMILY 


vidual trait most characteristic of his attitude 
toward her (see Table 1). 

The Family Profile illustrated by chart 8 is a 
composite picture of family attitudes. It is derived 
from averaging all the 12 charts pertaining to the 
Gold family. This chart is heavily weighted on 
the “giving, supportive, affectionate” side of the 
scale. It is the picture of a “well-adjusted” family. 
Existing neurotic or otherwise maladjusted atti- 
tudes are submerged. Owing to the relative pau- 


CHARTS 1-6 
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city of available information some charts con- 
tain ratings of 3 traits only. Also, some less sig- 
nificant aspects of the family constellation are 
omitted. The same procedure was followed in the 
Korn family. In this family scanty information was 
available regarding the younger son and only the 
mother’s attitude towards him is included in the 
diagramatic representation of the family profile. 
This profile is heavily weighted in the neurotic and 
more severely disturbed area. On comparing the 
reciprocal attitudes of father and mother, a com- 


KORN FAMILY 


plementary pattern is discernible. Father is essen- 
tially cooperative, permissive, indulgent, with the 
emphasis on the latter trait. By contrast, 
mother is chiefly clinging, while at the same time 
passive, cold and withdrawn in her relation to 
him. Some of these contrasting traits are can- 
celled out in the resulting Family Profile. The 
total picture is one of fairly good family coherence, 
despite the existing inter-family tensions and in- 
compatibilities. 
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Our first example, the Gold Family (Chart 
1-8), consists of 4 members: father aged 53, 
mother aged 49, and two daughters aged 20 
and 22. As calculated on the basis of the 
formula n (n-1), the study comprises 4 
(4-1), that is 12 relationships involving 
family pairs which can, in their totality, be 
represented in 12 charts. To state it at the 
outset, the Golds stand for the well adjusted 
family in which each member fulfills his or 
her respective role within the family group 
and, in effect, in the community at large. 

Charts 1 and 2 represent the marital rela- 
tionship between father(F) and mother 
(M) ; chart 3 the relationship of F to the 
older daughter (D 1), chart 4 of the older 
daughter to F, and so on. Accordingly 
each chart illustrates one aspect of a given 
interpersonal relationship or family pair. 
By “averaging” the total relationships plotted 
on our charts we arrive at the Family Pro- 
file (ch. 8). In a similar way, by averaging 
an individual family member’s roles in rela- 
tion to other members a composite picture 
of his personality traits can be obtained. 
Such a composite picture would represent 
a person’s “Intrafamily Personality Profile.” 

Taking the next step, and using the traits 
marked by the code numbers from 4-33 (See 
Table 1) each respective relationship can be 
described more specifically in terms of a re- 
ciprocal attitude pair. For instance, in the 
Gold family, the relationship of the wife- 
husband pair is characterized by Coopera- 
tion and Control—with the accent on co- 
operation derived from father, and that of 
control from mother. The father’s attitude 
towards both daughters is essentially co- 
operative and affectionate, while mother’s 
attitude to them is chiefly controlling, which 
in turn provokes responses of mixed docility 
and rebellion on their part. 

It should be noted once more that this 
particular part of our procedure focuses in- 
dividually on one of the 30 traits contained 
in the 10 triads marked I to X. Thus focus- 
ing on one individual trait amounts, in effect, 
to a refinement of the scoring which, in its 
first step, was merely concerned with choices 
made among the Io triads of traits. This 
has now to be supplemented by a closer 
choice between particular traits which are 
deemed to be most characteristic of the per- 
son concerned in his relationship to his op- 


» 2 member in the family pair. 

Using the most characteristic individual 
traits as our indices we arrive at a simple for- 
mula for the description of existing relation- 
ships within a family pair. A family pair can 
thus be characterized as giving—responsive, 
cooperative—docile, rejecting—hostile, sado- 
masochistic, destructive—exploitive, etc. In 
effect, we have to realize that, as a general 
rule, attitudes appear in pairs, not singly. 
They occur as compounds, not as free atoms 
of social behavior, as it were. More stable 
than T. Leary’s interpersonal reflexes, they 
result from more or less fixed patterns of 
interaction within a family pair. Yet it is 
readily understood that the possible com- 
binations and permutations of the 30 traits 
which may go into such compounds amount 
to astronomical figures. 


Our next step brings us closer to the goal 
of a sociometric family diagnosis. By sin- 
gling out and labelling of the clinically domi- 
nant family pair in the way just described 
we arrive at the picture of the existing 
family constellation. In our example the 
Gold family can be described in terms of a 
cooperative-responsive constellation in the 
first place, and of a controlling-rebellious 
constellation in the second. It is the study 
of such clearly defined family constellations 
that holds the promise of new insight into 
the part played by family interaction in the 
origin of neurosis, mental illness, delin- 
quency and their apparent transmission from 
one generation to the other. Not less im- 
portant will be the clues that may come to 
light as to environmental factors which tend 
to counteract the perpetuation of such trends 
in successive filial generations. 

A preliminary survey of our material sug- 
gests that family constellations as they were 
described above can be grouped and divided 
in 4 major patterns as follows: 


1. Patterns of sharing and cooperation 
2. Patterns of contagion 

3. Complementary patterns 

4. Patterns of resistence and rebellion. 


It goes without saying that patterns of 
sharing and cooperation derive from the con- 
cordance of traits belonging in the well- 
adjusted area of interaction. It is a reason- 
able assumption that they form the basis for 
the perpetuation of healthy personality traits 
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in the family, and in our culture at large, at 
least to the extent to which these traits are 
formed in response to factors provided by 
our social environment. 

In contrast, patterns of contagion, such 
as hostile, rejecting, sado-masochistic or 
other disturbed traits and attitudes, derive 
from a concordance in the area of poorly 
adjusted family interaction. These tend to- 
ward the perpetuation of disturbed patterns 
within a given family and thereby from one 
generation to another. Despite differences 
in their bio-social significance both patterns 
of sharing and patterns of contagion have 
thus one thing in common: they are con- 
ducive to the perpetuation of either desira- 
ble or undesirable patterns in the community. 

Complementary patterns may or may not 
constitute a break in such a trend. They 
bring the factor of change into the more 
or less random distribution of fixed or fluc- 
tuating attitudes, desirable and undesirable, 
in a given society. At the same time they 
play an important part in binding together 
an otherwise poorly balanced family struc- 
ture. 

Patterns of resistance and rebellion tend 
to counteract the ominous trend towards per- 
petuation of neurotic or otherwise disturbed 
patterns. For instance, the two daughters in 
the Gold family show some evidence of re- 
bellion in relation to their mother (Ch. 6). 
This runs counter to the general atmosphere 
of cooperation and responsiveness character- 
istic of the family, though it does not in 
any appreciable way threaten its stability. 
In many cases, however, patterns of resis- 
tance and rebellion become a major problem 
to the coherence of the family structure. 
They confront us with the picture of strife 
and dissension. They become the breeding 
ground for individual behavior disorders ; 
for various delinquent patterns and political 
radicalism. They may ultimately lead to the 
breakdown of social, cultural and religious 
values within the society. 

There is, however, also another side of 
this picture. Such patterns, despite their es- 
sentially destructive impact, may carry within 
themselves the seeds of change for the better. 
Rebellion and resistance do help to break the 
trend towards transmission, by contagion or 
complementarity, of neurotic or otherwise 
disturbed attitudes and personality traits 


from one generation to the other. Resistance 
and rebellion may thus pave the way for the 
emergence of new patterns in the history 
of mankind. They are comparable to the 
emergence of mutations on the psychologi- 
cal plane. 

This point can be illustrated by a brief 
glance at the Korn family (9-16). 


This family consists of a weak, passive-submis- 
sive father, aged 46; a severely neurotic, obses- 
sive compulsive mother, aged 42, and two sons 
aged 19 and 15. Max, the older son, rebelled 
against the control of his cold and rejecting mother. 
Following the birth of his younger brother he lost 
control of his anal sphincters and soiled himself 
up to the age of 11. At the age of 18 his rebellion 
exploded in violent delinquent behavior. On two 
occasions, after quarreling with his girl friend, 
he held up a cigar store. Leo, the younger son 
and his mother’s favorite, is docile and pliable and 
seemingly safe from a career of delinquency. How- 
ever, there are indications that he, in turn, is a 
likely candidate for a compulsion neurosis, thus 
perpetuating the maternal share of his family 
heritage. 


The perpetuation of neurotic patterns 
from one generation to the next has been 
described as non-biological transmission(5) 
or as neurotic pseudo-heredity.2 Viewed 
from our angle pseudo-heredity is in effect 
nothing else than the transmission by shar- 
ing, complementarity, or contagion of cer- 
tain patterns of family interaction from one 
generation to the other. 

One family included in the present study 
showed a high incidence of obsessive-com- 
pulsive neurotics in 3 successive generations. 
The prevailing pattern was that of a con- 
tagion and complementarity. At the same 
time there was a striking tendency of family 
members to seek out spouses who were them- 
selves severely obsessive-compulsive person- 
alities. Similar family pictures have been de- 
scribed by T. Lidz and his coworkers, by 
F. C. Thorne(8), by L. Szondi(g), and 
more recently by E. J. Cleveland and W. D. 
Longaker(10). They illustrate once more 
the difficulty of making a clear-cut distinc- 
tion between the non-biological transmission, 
of pathological attitudes as described here, 
and the organic transmission of genetic 
traits. 

3 The term pseudo-heredity was introduced into 
American literature by Flanders Dunbar in her book : 


Emotions and Bodily Changes, New York : Columbia 
University Press, 1935. 
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It may be well to realize, however, that 
sharing and contagion are fortunately not 
confined to the perpetuation of neurotic or 
otherwise disturbed patterns of interaction. 
Our material indicates that the same prin- 
ciple applies with equal force to the sharing 
of healthy patterns, and thereby to the trans- 
mission of biologically and sociologically de- 
sirable trends in our society. 

The systematic study of the traits and 
interaction patterns described here is thus 
of interest from both the clinical and socio- 
cultural point of view. It throws light upon 
the part played by socio-environmental fac- 
tors in the emergence of both healthy and 
pathological patterns of interaction and pro- 
vides a useful diagnostic aid to guide our 
therapeutic course of action both with indi- 
vidual family members and with the family 
as a whole. More detailed results will be 
described in future publications. The pres- 
ent report in merely intended to draw an 
outline of our method and to make it avail- 
able to other investigators who might be 
interested in using it with their material. 


SUMMARY 


In summary it can be stated that our focus 
on attitudes and traits as the elementary 
units of interaction in the family, and the 
method of preferential rating outlined here, 
make a quantitative treatment of such inter- 
actions possible. Our findings suggest that 
attitudes do not occur singly but in pairs or 


in compounds of higher complexity. Based 
on this principle our study leads to the dis- 
tinction of 4 major patterns of interaction: 
patterns of sharing, contagion, complemen- 
tarity and resistance. The findings lend 
themselves to diagramatic representation, 
I, of interaction in a family pair, 2. of the in- 
trafamily personality profile, and 3. of a com- 
posite picture of family interaction, or family 
profile. Our material illustrates at the same 
time the part played by patterns of sharing 
and contagion in the non-biological or pseudo- 
hereditary transmission of traits and atti- 
tudes. 
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SOME ANTECEDENT FACTORS IN ARMY PRISONERS 


ADOLF HAAS, Cart. ann EDMUND J. KURAS, Scr., 
Work TE&cHNICIAN 


The U. S. Army Provost Marshal Re- 
habilitation Center (formerly the U. S. 
Army Europe Rehabilitation Center) is an 
installation in which the corrective principle 
dominates the punitive. It was created for 
offenders sentenced to more than one and no 
more than 6 months, and is mostly composed 
of offenders sentenced for disciplinary rea- 
sons. Included also, however, are a few, who 
have committed petty larceny or who have 
been engaged primarily in aggressive be- 
havior. Inebriation is connected with most 
offenses and ranges from tipsiness to severe 
intoxication. 

It was believed that a study of certain fac- 
tors in the background of the prisoners 
(called “trainees”) at this Center might as- 
sist in determining, for example, on what 
basis decisions should be made to retain the 
men in the service and also give indications 
as to what antecedent factors should be con- 
sidered in inducting men into the Army and 
in assigning them to an overseas command. 
Involved in the current study were 543 train- 
ees representing 543 consecutive admissions 
to the Center. This population represented 
a fairly uniform distribution of origins 
throughout the United States and Puerto 
Rico. Negroes made up 25% of the popula- 
tion. 

Specified information was collected on — 
the background of the 543 trainees. It in- 
cluded the following: the number of previ- 
ous civilian or military convictions, if any ; 
the occupation of the breadwinner in the 
trainee’s family ; the stability of the trainee’s 
family and the sibling position of the trainee 
in the family group; previous diagnoses of 


psychiatric or character disorders. The 
choice of these particular antecedent factors 
was made because it was believed that they 
would lead to the collection of objectively 
valid data and that they did not include cri- 
teria likely to be subject to bias on the part 
of the prisoner presenting the information 
or on the part of the interviewer. There- 
fore no attempt was made to elicit informa- 
tion from the prisoner as to whether, for 
example, he had experienced feelings of re- 
jection. For the same reason no information 
was collected from the prisoners on the 
parental attitudes—whether overprotective, 
underprotective ; confirmation or negation 
of the information we obtained from the 
prisoners was impossible to obtain from 
relatives and/or agencies in the United 
States. The only records available were the 
men’s 201 files, containing data collected by 
the Army. 

Table 1 shows the number of convictions, 
both military and civilian, of the trainees 
studied. The civilian offenses had been com- 
mitted mostly before the trainees’ entry into 
the service, although a few occurred during 
the intervals between enlistments. With neg- 
ligible exceptions these acts were committed 
by individuals who either had entered the 
Army voluntarily or volunteered for the 
draft. There were 10 men who had joined 
the Army under the pressure of courts, pro- 
bational authorities or the police. Of the 
total 543 prisoners, 510 (93.9% ) were mem- 
bers of the Regular Army. The remaining 
33 (6.1%), were draftees. 

The position of the trainees among sib- 
lings in their families were as follows: 167 


TABLE 1 


Convictions, MILITARY AND CIVILIAN 


Civilian Number of 


convictions individuals % 


1 Ypsilanti State Hosp., Ypsilanti, Mich. 


(Trarric VIOLATIONS EXxcLupED) 


Military Number of 


convictions individuals % 
3 or more 202 37.2 
245 45.2 
I 96 27.6 
543 100.0 
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TABLE 2 


ParentTaL Homes Broken Prior To THE TESTEE’S 
AGE oF 15 YEARS 


Number of 
individuals 


Orphanage or un- 
known parentage .. 20 
Home not disrupted 
at age of 15 years. 229 — 


57:79 


(or 30.8%) were first or only siblings ; 86 
(16.2%) were second siblings; 25 (or 
5.5%) were next to the last siblings; last 
siblings constituted 68 individuals (or 
12.5%). 

The stability of the parental home was 
tabulated on the basis of whether it had been 
actually overtly disrupted before the indi- 
vidual reached the age of 15 (see Table 2). 
(There had also been some disruptions of 
the homes of the trainees after this age.) No 
tabulation of so-called inadequate homes was 
attempted. Psychiatric examination dis- 
closed, however, that the vast majority of 
the prisoners (at least 90%) came from 
homes which could be termed inadequate, 
either because of disruption, alcoholism, emo- 
tional coldness or inconsistency. As this es- 
timate is based on the examiner’s somewhat 
subjective opinions and is subject to bias, no 
tabulation of these criteria will follow. The 
total number of individuals from homes 
broken before these individuals had reached 
the age of 15 years numbered 314 (or 
57.7%) of the total sample. 

We have attempted to tabulate information 
on the professional or occupational back- 
ground of the breadwinner in the family of 


the trainees studied when reliable informa- 
tion could be obtained. (See Table 3.) Of 
the 543 examined, we believe that reliable 
data were made available only by 325 of 
them. 

The first 5 occupational groups listed in 
Table 3 are those which enjoy rather high 
social esteem and comparatively high income. 
This group supplied 19.2% of the delin- 
quents of this study. The remainder came 
from families where the breadwinner be- 


TABLE 3 


BACKGROUND OF TRAINEES ACCORDING To OccuPA- 
TION OF THE BREADWINNER IN THE FAMILY 


Occupation of Number of 
breadwinner individuals % 


Professionals 28 
Semi-professionals 18 
68 


3.7 


4.1 
Factory workers 37.9 
Domestic workers 4.4 
Farm laborers 8.3 
Other laborers 30.2 


100.0% 


longed by occupation to the remaining 4 
groups of lower income and lower social 
status. 

As readily as the above figures lend them- 
selves to conjecture, one has to warn against 
unreasonable conclusions. As a corrective 
factor, we may assume that many of the in- 
dividuals who join the Army do so for rea- 
sons of income—discounting all other rea- 
sons. In this sense the Army is composed 
largely, especially in the case of the lower 
grade enlisted men, of individuals who would 
fall in the low income occupational group, 
and this is the group which mainly concerns 


TABLE 4 


DraGnostic GrouPING AND RECOMMENDATIONS 


Diagnostic grouping 
Psychiatric diagnosis other than char- 
acter disorder 
Character disorders 
No diagnosis (borderline diagn. 


Recomm. 
for re- 
tention 


Recomm. for 


% of of 
adm. separ. total My 


diag. group. 


86.4 
79.4 


19 3.5 
173 32.1 


27.7 50.0 


152 
344 63.3 


Cause of break- broken of 
down of home homes total 
| 
‘i 4 Father deceased ..... 74 23.6 13.5 
Mother deceased .... 59 18.3 10.5 
3.2 
42.3 
meas — 
Clerks = 
Salesmen 
‘ 
ca 
| 
Num- 
ber of 
indi- % of 
iduals total 
22 4.0 3 
2 218 40.1 45 
> 
100.0 199 < 
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us in this study. It is understandable that 
the Army does attract persons from the 
lower income groups, perhaps especially be- 
cause of the higher social esteem the Army 
represents as compared with the groups from 
which they originate. 

The average age of the trainees studied 
was 20.5 years, with the youngest 16 years 
old and the oldest 44 years of age. The aver- 
age education of the groups was 9.7 years. 
The lowest number of formal years of 
schooling reported was 4 years; the highest 
was that of a graduate from college with two 
years of postgraduate work. 

The entire sample was examined with the 
aim of prognosticating the further value of 
each in the Service. Certain diagnostic 
groupings were applied, according to current 
Army Regulations. Figures and percentages 
are shown in Table 4. Value of the man to 
the military service was seen from the point 
of view of service in a peacetime Army and 
under the specific conditions existing in the 
European Command. 

Additional studies are necessary to evalu- 
ate the sociopsychological impact of serving 


in a foreign country with certain language 
barriers, a country only recently emerging 
from the hostility and resentment of World 
War II. 


CoNCLUSION 


This study of 543 consecutive admissions 
to the USAREUR Rehabilitation Center 
shows a certain concentration of negative 
antecedent developmental factors in the back- 
ground of these men. I do not consider that 
the figures in this paper are by any means de- 
cisive enough for definitive conclusions, but 
I believe that they indicate an open field for 
additional sociopsychological research into 
the problems of the Armed Services abroad 
in peacetime. Additional data, should they 
be collected, could aid in a reevaluation of 
induction procedures presently in use. Such 
data could help in the selection of suitable 
personnel for overseas tours of duty in 
peacetime. They might also add some new 
and valuable insights which would aid in the 
leadership training of lower echelon com- 
manders. 
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A SINGULAR DISTORTION OF TEMPORAL ORIENTATION 
MAX DAHL, M. D.! 


Orientation for age is not entirely de- 
pendent upon the ability to reason arith- 
metically. There is a stronger psychological 
force than the mere result of a calculation 
when factors of personal identification are 
concerned, 

It has been frequently observed that 
some patients will give the year of their 
birth and the current year correctly but 
will not give their correct age. It is this 
observation that is the subject of this study. 

As early as 1911 Bleuler(1) pointed to 
a disorder of the process of association 
which he considered one of the funda- 
mental and primary symptoms of schizo- 
phrenia. Consistant logical errors are meant 
by him to be a part of the process of 
“loosening of association”. He describes the 
“double orientation” wherein the patient, 
on an intellectual level, is correctly oriented 
while at the same time and on the emotion- 
al level, he is deluded. This delusion takes 
precedence over the known facts. 

English observers have found the same 
condition in patients with organic brain 
syndrome. Weinstein and Kahn(2) refer 
to it in a study of a woman over 70 who, 
in the early stages of recovery after head 
injury, insisted that she was 38. The authors 
do not, however, attempt to offer an ex- 
planation. 

Zangwill(3) described two cases of Kor- 
sakoff's psychosis in which disorientation 
for age was remarkably persistent. His 
patients could state the year of birth cor- 
rectly on request and had no doubt regard- 
ing the present year. Yet they invariably 
maintained that their age was less than 
arrived at by calculation, and this error 
resisted all attempts of correction. This 
tendency to maintain such disorientation 
in the face of contradictory evidence is an 
example of the entertainment of incom- 
patible propositions in amnestic states. 
Zangwill(3) expresses the view that in 
these cases, the consistent retrograde amne- 
sia can not by itself explain this phenome- 
non but that a motivational background 
must play an additional causative role. He 


1 Hudson River State Hospital, Poughkeepsie, N. Y. 
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points out that the denial of age in amnes- 
tic individuals has a protective function 
of allowing the maintainence of as much 
ego integrity as a damaged brain permits. 

In 1946 Lunn and Trolle(4) and a few 
years later Strauss and McPhail(5) re- 
ported the same symptom occurring during 
the recovery period from electroshock. 
Clinical and electroencephalographic stud- 
ies emphasized the similarity of psycho- 
logical and biological changes in Korsa- 
koff’s and post-traumatic psychosis as com- 
pared with recovery of consciousness after 
ECT. A patchy amnesia and disorientation 
related to the effect of ECT on the 
diencephalon was produced. 

Mowbray(6) found that after ECT, 
ability to count fingers re-occurred first 
followed soon by orientation for name. As 
might be expected some married women 
gave their maiden names before they could 
recall their married ones. About 22 minutes 
after shock, temporal orientation was re- 
sumed, first for the year of birth then for 
the present age but only 3 to 9 minutes 
later, for the current year. This clearly 
demonstrates that orientation for age 
stands out as an isolated fact, changing 
through time but maintained by rehearsal 
rather than by mathematical calculation 
and, therefore, can and does occur without 
knowledge of the current year. Before full 
mental recovery from the shock, men, as a 
rule, express their disorientation by saying 
that they do not know or do not remember 
their ages whereas women are likely to 
show disorientation by stating that they 
are years younger than they actually are. 
This is not surprising, as sensitivity to ad- 
vancing age is a common human failing, 
particularly in women. Mowbray(5) like 
Zangwill(3) feels that, in terms of ego 
psychology, the individual is trying to 
maintain the greatest possible intactness of 
his ego. 

It is of interest to note that a parallel ob- 
servation can be made in studying dis- 
orientation in space. Paterson(7) studied 
the recovery of spatial orientation after 
head injury. He drew attention to cases 
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where correct and incorrect ideas of locality 
may exist side by side, ideas that are re- 
conciled only through bizarre rationaliza- 
tion, as for instance, by stating that one is 
in one place “by the map” but somewhere 
quite different “actually”. 

In order to study the frequency of oc- 
currence as well as its possible significance 
as a diagnostic and prognostic sign, we ex- 
amined 500 female patients chosen at ran- 
dom from the same service of Hudson 
River State Hospital. All were chronically 
ill mental patients whose diagnoses were as 
follows : 


Alcoholic deterioration 

Psychosis with psychopathic 
personality 

Psychosis due to convulsive 
disorder 

Psychosis with cerebral 
arteriosclerosis 

General Paresis 

Involutional Psychosis 

Manic-Depressive Psychosis 

Dementia Praecox 


They were asked their age, their year of 
birth, and the current year. One hundrea 
and twenty-one answered correctly and 
were dismissed from this study. Three 
hundred and twenty-seven were excluded 
who were uncommunicative or confused 
or irrelevant in answering. 

Fifty-two patients, however, showed the 
symptom under discussion and then were 
asked : 

1. To give the name of the president of 
the U. S. A. 

2. To name a few vegetables 

3. To state what happens to ice when it 
melts 

Only those showing unimpaired judg- 
ment of impersonal matters by correctly 
answering questions 2 and 3 were made 
subjects for further study. 

The results are tabulated as follows : 


TABLE 1 


Standard 

Mean (X) Deviation (s) 
Real age 50.3 9.9 
Claimed age 368 <« 10.2 


7 
Definition; Mean (x) denotes the arith- 


metical average. 


Standard deviation (s) denotes the 
pattern of dispersion and therefore 
depends on the variability of the data. 
At least 2/3 of the cases are contained 
within plus or minus one standard de- 
viation of the mean. 


The given age was then compared with the 
age at which the mental illness began. 
Whenever such an age was not found in 
the record, the age of first hospitalization 
served as substitute. The result of this 
comparison is tabulated as follows : 


TABLE 2 
Standard 
Deviation 
Claimed age 10.4 
Age at beginning 
of illness 31.6 8.7 
Time needed for 


regression (a-b) 5.2 5.4 


Lanzkron(10) found similar results in 
an examination of 50 male patients showing 
the same distortion of temporal orientation. 
In his study the mean age is 47.54 years 
with a standard deviation of 9.96 years. 
The mean age claimed by his patients was 
26.04 years with a standard deviation of 
6.90. He finds the difference between a real 
and stated age to have a mean of 22.32 
with a standard deviation 10.42 and this to 
be a reflection on the chronicity of the 
illness. He found a mean span of 7 months 
between the age at hospitalization and the 
claimed age and concludes that for the 
temporal orientation to become arrested, 
it takes less than a year after the illness 
is sufficiently severe to warrant hospitaliza- 
tion and that usually hospitalization takes 
place rather late in the course of the 
disease. 

Our observations as shown above are 
similar and the pooled experience lends 
additional weight to our findings. The 
average time needed for regression was 
5.2 years but when it was broken down 
by the diagnostic types of schizophrenia, 
we saw that the mean for the hebephrenic 
type was 2.0 years ; the catatonic type 2.7 
years ; the paranoid type was 8.3 years. 

This result was expected in view of the 
well known clinical observation that para- 
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noids preserve the integrity of their per- 
sonality considerably longer than other 
schizophrenic types, particularly hebe- 
phrenics. 

This phenomenon occurred only in 
schizophrenics. Roughly, 14% of the ex- 
amined schizophrenic patients showed it. 
A few patients, still under a different 
diagnosis, showed after a long period of 
hospitalization in retrospect the effect of a 
malignant schizophrenic process. All pre- 
sented a higher or lower degree of regres- 
sion. None of the patients added to their 
age, all deducted from it. The discrepancy 
which was often realized by them when 
calculation was made on paper remained 
frequently unexplained, sometimes _re- 
marked upon but always unshakable. We 
heard comments like : “I was born again”, 
“The count stopped officially”, “I can’t tell 
you—that’s my age”, “They have a joke on 
the calendar”, “The church computes time 
differently”, “The calendar fools fools!”, 
“There are 57 calendar years but I go by 
the modern method”. 

In conformity with this distortion, some 
patients would give the name of the con- 
temporary president of the U. S. A. as Tru- 
man, Wilson, Coolidge or F. D. Roosevelt. 
When pressed further, one patient stated 
that she knows the name of Eisenhower 
but, “That is the name of the next presi- 
dent”. 

One patient who showed very little 
intellectual deterioration and who was co- 
operative enough, was presented with a 
chart of the years from her birth to the 
present year set out in chronological se- 
quence of 5 year intervals. She was then 
asked to write her ages against the years 
on the chart. She did this properly for a 
few lines but then became startled and re- 
fused to complete her task, saying that she 
is not as old as the figures would indicate. 
This same observation has been made by 
Zangwill(3). 

To explain this phenomenon in the in- 
dividual patient dynamically would require 
a longitudinal study starting from infancy 
patterns of dealing with anxiety and fol- 
lowing through the life history up to the 
present delusional and regressed adjust- 
ment. Such a study might well reveal a 
dynamic desire to deny reality, to erase 


from one’s life the years of mental struggle 
and resulting maladjustment. This is not 
attempted in this investigation. 

Observing that so many patients have 
this one symptom in common, however dif- 
ferent their personalities, their back- 
grounds, and their types of schizophrenic 
reaction, one might look into an approach 
that is different from the usual dynamic one 
which predominantly studies what is speci- 
fic for the individual case. The psycho- 
structural frame of reference offered by 
Arieti(8) might explain this symptom on 
a more generalized basis. This approach 
emphasizes what patients have in common 
and tries to investigate the common psy- 
chological mechanisms they adopt. Von 
Domarus(9) has investigated the specific 
laws of logic in the schizophrenic. He 
found that schizophrenics do not follow 
the Aristotelian logic, the only one known 
to our society. They therefore appear to us 
very illogical, yet, what seems to us to be 
a form of irrationality may well be rational 
in a pre-Aristotelian, archaic form, a paleo- 
logic. He has formulated his principle as 
follows: whereas the normal person ac- 
cepts identity only upon the basis of 
identical subjects, the paleologician accepts 
identity based upon identical predicates. 
It is the type of logic by which a small 
child may reason that describes two nuns 
as twins: 1. Nuns are dressed alike. 2. 
Twins are dressed alike. 3. Therefore, nuns 
are twins. 

This example illustrates the identical 
predicates (dressed alike) by which sub- 
jects are identified by pre-Aristotelian logic. 
Thus, the apparent disorder of schizo- 
phrenic reasoning often becomes orderly 
when paleologic is applied. If a schizo- 
phrenic has the emotional need to believe 
something unacceptable by Aristotelian 
logic, and when anxiety arises if this need 
remains unsatisfied, the patient will regress 
and in this process of regression abandon 
Aristotelian logic for paleological thinking. 
In spite of being well able to subtract 
arithmetically the year of birth from the 
present year, he is unable to associate the 
result, as a normal person would do, by 
inferring “The difference is x years, there- 
fore I am x years old”. The unpleasant 
awareness of having spent so many years 


4 
‘ 
Laat 
4 
da 
a 


1958 


MAX DAHL 


149 


in mental illness becomes unacceptable. 
The threat to the schizophrenic adjust- 
ment, faulty as it might be, causes anxiety 
with which the patient deals in using 
paleological thinking as for instance: “I 
was x years old when I was adjusted. I am 
adjusted now, therefore I am x years old”. 
One patient stated, “I have lost so much 
time here, I am putting myself back. When 
I get out, I want to make up for those 
years’. With these words she gave ex- 
pression to an otherwise subconscious pro- 
cess. 

The significance of this phenomenon is 
two-fold. In the first place it is of diagnostic 
value as it occurs in no other functional 
disorder but schizophrenia. In addition, it 
has prognostic value : inasmuch as its pres- 
ence was found only in regressed patients, 
it is indicative of a poor prognosis. 


SUMMARY 


The subject of this study is the observa- 
tion that some patients will give the year 
of their birth and the current year correctly 
but are unable to give their correct age. 


Pertinent literature is quoted. Five hun- 
dred female patients, chosen at random, 


were interviewed. The results were tabu- 
lated with means and standard deviations. 
It was found that this symptom occurs only 
in regressed schizophrenics and that it 
might be a diagnostic and prognostic aid. 
An attempt is made to interpret this 
phenomenon from the psycho-structural 
frame of reference. 
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THE TEACHING OF FORENSIC PSYCHIATRY IN AMERICAN AND 
CANADIAN MEDICAL CENTERS * 


ROBERT J. STOLLER, M.D.” 


In a survey recently undertaken regard- 
ing the present state of the teaching of 
forensic psychiatry in American and Cana- 
dian medical schools and residencies super- 
vised by these same departments of psy- 
chiatry, a general picture of this training is 
revealed and some preliminary findings can 
be stated. About two-thirds of the medical 
centers have replied (58 out of 87 con- 
tacted ). 

The main question in the minds of those 
replying is whether the subject is important 
enough for more time to be given in cur- 
ricula already overcrowded and straining 
under the load of too much to teach and 
too little time available. 

Information was sought in two cate- 
gories, teaching in the medical school and 
teaching in the psychiatric residency. 


UNDERGRADUATE; 


A brief summary of the findings for 
undergraduate training shows: 

1, About two-thirds give or plan to give 
at least one formal lecture in forensic 
psychiatry at some time during the 4 years 
of medical school. These range from one 
to 4 lectures, almost always given in only 
one year, not throughout the years of 
training (in almost all except the two-year 
schools this is done in the clinical years). 
These lectures are often part of a course 
in legal medicine. 

The subjects of these lectures vary great- 
ly, e.g. commitment proceedings (the most 
frequent lecture) criminal responsibility, 
testamentary capacity, court mechanics, 
etc, 

2. Less than one-half have seminars 
and/or conferences in forensic psychiatry, 
the amount of time varying from one to 18 
hours per year. 

The subjects of these conferences/semi- 


1 Delivered at a meeting of the Medical Correc- 
tional Association, Los Angeles, Aug. 28-29, 1956. 

2 Assistant Professor of Psychiatry, Department of 
Psychiatry, University of California Medical School, 
Los Angeles, Cal. 
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nars mainly center around specific cases 
and, more or less by chance, may cover 
commitment proceedings, patients’ rights, 
wills and contracts, etc. 

3. Most schools (about three-quarters ) 
have practical work, from watching court 
procedures to more involvement via case 
workups. Students at one school see and 
discuss in conference patients already com- 
mitted to a State hospital prior to trial for 
a major offense. 

Students are primarily observers ; in four- 
fifths of the centers where practical work 
is offered, this consists of watching com- 
mitment proceedings, less often (one-third ) 
of observing in other courts, (e.g. Juve- 
nile). As with the lectures, this work 
occurs primarily in the clinical years. 


POSTGRADUATE: 


On reviewing the residency programs, 
one finds : 

1. Almost two-thirds give or plan to give 
lectures during any or all years of training, 
from 2 to 15 per year (one center giving 
16 hours every third year; one 10 to 15 
hours each year). The subjects are varied, 
covering commitment proceedings, criminal 
responsibility, wills, contracts, expert testi- 
mony, perversions, etc. 

2. Over two-thirds have conferences/ 
seminars, the amount of time ranging from 
3 to 16 hours per year. These are concerned 
mainly with legal aspects of individual 
cases. At one center a seminar is held on 
Davidson's “Forensic Psychiatry.” 

3. An overwhelming number of resi- 
dencies have or plan to have practical work 
in forensic psychiatry, ranging from ob- 
servation to participation (with participa- 
tion by far the greater). A little less than 
four-fifths of those with practical work are 
involved in commitment proceedings ; one- 
half are involved in other courts than those 
related to commitment ; a very few include 
some work in prisons (e.g. “Almost all of 
our residents rotate through San Quentin 
prison for 3 months . .”), and prison wards 
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of general hospitals (e.g. “Special Problems 
seen in our Prison Ward Services at Belle- 
vue Hospital” ). 

Over one-half give consultative service 
to courts ; a little less than one-half give 
some consultative service to probation de- 
partments; one-third are intimately in- 
volved (not just observers ) in commitment 
proceedings ; one-third provide testimony 
in civil and/or criminal courts. 

It is interesting to note how departments 
feel about the adequacy of their teaching 
in forensic psychiatry. Only one-quarter 
felt that their undergraduate teaching was 
adequate. Of the three-quarters who did 
not, all felt that there was not enough 
time in the curriculum, and almost all felt 
that there are more important and urgent 
aspects of psychiatry to be taught. Some 
said they are beginning to fill the gap in 
their training in legal psychiatry ; others 
have plans to do so. 

The expression of an inadequate program 
changes with postgraduate training. Here 
less than one-half of the centers felt the 
work needed improving, with one-sixth of 
the centers that do have a residency still 
in the planning and developmental stages 
of this program ; one-sixth of those who felt 
the program was weak said there wasn't 
enough time ; there were scattered expres- 
sions that there was a lack of field work or 
not enough liaison with law schools and 
bar associations. 

Thus, most medical schools do not feel 
that they do as good a job as they coi ‘d of 
teaching medical students forensic psy- 
chiatry, but that there are greater problems 
to worry about. In teaching residents in 
the same medical centers, more than one- 
half considered the job acceptable, and 
where it is not, there seems an attitude that 
this is too bad—but “the field does not at- 
tract psychiatrists, so authorities are few. 
Interest is at a low ebb.” 

Let me express some opinions and sug- 
gestions. I agree with those who feel that 
medical schools should train the student 
as if he were to become a general practi- 
tioner and leave to the postgraduate train- 
ing the whole task of specialization. How- 
ever, for the nonpsychiatrist, it is important 
that he know and have seen how commit- 
ment procedures work in his locale; under- 


stand what is meant by criminal responsi- 
bility, the term “insanity,” and _ the 
McNaghten rules ; learn the value of the 
psychiatrist to a given court; see how prob- 
lems of the delinquent are handled ; discuss 
the legal implications of perversion, etc. 
Such material can be covered by observing 
courts in action and additional discussion 
with an instructor and/or member of the 
court. (One might suspect that in almost 
all areas where medical schools are located, 
the legal authorities would be anxious and 
eager to help in this instruction); plus one 
or two hours of lectures. All of these are 
of value to a general practitioner, and 
would take up only 3 to 4 hours in a 4 
year curriculum. 

However, it is the postgraduate program 
that can be the most exciting and far reach- 
ing to the department of psychiatry. While 
it is true that much of the learning will 
come to the psychiatrist by experience after 
his residency, still this is no more reason for 
avoiding teaching legal psychiatry to resi- 
dents than it would be to avoid exposing 
them to the patients who are involved with 
the law just because they will see these 
patients after residency. 

Here is where some of the problems that 
have plagued psychiatrists and lawyers may 
be resolved. We psychiatrists have much of 
value to offer the law, both in the back- 
ground to the making of the law and in 
the practice of the courts. We have often 
complained of the resistance of lawyers in 
using what we have to offer. To have them 
accept what we can offer is much the same 
problem as teaching the normal, healthy, 
resistant medical student. It can best be 
done not by lectures, statements aimed at 
battering down resistances, and quotations 
of authorities, but by having the people 
involved work together and watch each 
other in action. It is no wonder that most 
psychiatrists avoid the courts and find little 
appeal in forensic psychiatry. Too often, 
the legal aspects of psychiatry mean trouble 
for the psychiatrist, and it is easier to ignore 
and avoid this than to remedy it. But the 
remedy is long overdue. So long as our 
instructors are not interested, the residents 
will be bored, which in turn will hardly 
inspire the instructors. 

Using individual cases as a starting point 
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for discussion is a popular and successful 
method of teaching throughout the country, 
but it may happen that in this way some 
residents will chance to miss important 
aspects of the subjects. Therefore, the case 
material should be augmented by some of 
the below (in the best of all possible 
worlds, these could be opportunities for 
self-education, rather than assignments ) : 
A. A visit to a State or Federal penitenti- 


ary. 

B. A visit to a city or county jail. 

C. Affiliation for an extended period to 
prisons that do have psychiatric facilities. 
(Maybe it is in part the responsibility of 
the medical center to move psychiatry into 
the prisons where it has not yet found its 
place). 

D. At least a visit to the local facility for 
handling delinquents and, if possible, an 
affiliation for an extended period. 

E. If commitment proceedings occur in 
hospitals other than the ones associated 
with the residency and do not occur in the 
residency hospital(s), the residents should 
still have an opportunity to observe these 
proceedings extensively. Where the resi- 
dency uses hospitals where such proceed- 
ings occur, the residents should be used 
actively in these proceedings. 

F. Consultations to courts, probation de- 
partments, etc. 

G. One “orientation” lecture; responsi- 
bility, competency, wills and contracts, ex- 
pert witness and some history of the 
problems of forensic psychiatry could be 
covered in a lecture of one to one and a 
half hours. 

A most interesting pilot project, a foren- 
sic clinic, is being established by the 
McGill department of psychiatry, with the 
following aims(1) : 


A. To provide psychiatric assistance to 
judges who deal with offenders in whom rele- 
vant psychiatric factors are considered to be 
important factors of the offenses for which the 
offender is brought to the tribunal. 

B. To provide psychiatric assistance to a 
selected number of prisoners when discharged 
from prison at the end of their sentences, or 
when on parole, or when on probation, and 

C. To provide psychiatric assistance to 
agencies that work in the field of rehabilitation 


of prisoners. This should be a service of con- 
sultation. 

As the primary aim of this clinic is to pro- 
vide treatment when necessary, we feel that 
the psychiatric service given to the court 
should be a pre-sentence report to the judge ; 
our clinic should not serve as expert witness 
during a trial. It is planned that this clinic 
work as closely as possible with the probation 
service, but we feel that it should not act as 
a probation service, for a psychiatric service 
cannot be at the same time therapeutic and 
custodial. The clinic will be dealing with 
voluntary patients. 


“The Psychiatrist ; His Training and De- 
velopment”(2) mentions one difficulty in 
postgraduate training— 


It is impossible to outline a specific teach- 
ing program for residency training in legal 
psychiatry because of the great variations in 
accessible facilities—psychiatric court clinics, 
psychiatric hospitals that are studying court 
cases, criminal divisions of State hospitals, 
and law school facilities. Moreover, local legal 
agencies also vary greatly in competence, in- 
terest, and ability to cooperate, and thus the 
aid that they can give in the instruction of 
residents is far from uniform. 


However, the Conference does point out 
that “fuller use could be made of all types” 
(of facilities ). 

Here is a vicious circle. To make fuller 
use of the available facilities means a 
need for increased interest by the psy- 
chiatric department in those facilities, 
which interest depends upon smoother and 
more fruitful liaison with these facilities, 
while they in turn will not make any great 
effort to serve our training needs without 
sensing some interest from the people who 
run the residencies. There is little question 
that the courts and the law schools, the 
judges, the attorneys, and the bar associa- 
tions would be pleased to be called in to 
plan and to help teach, giving a fresh view 
that would dispel the dullness of forensic 
psychiatry in some medical centers. What- 
ever the differences in quality of these 
local legal agencies may be from city to 
city, at their worst they are of higher 
quality than not to use them at all. Not 
only will this result in bringing this subject 
more into the foreground in the residency 
but the solutions to problems of sweeping 
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importance to society will be accelerated. 
The people who change the laws will learn 
more of our psychiatric knowledge from 
meeting with us than in the impersonal 
situations of the lecture they may unwill- 
ingly attend, or from the book they read, 
or from the distorted ways that the public 
at times learns about psychiatry. If we can- 
not manage to make better contact with 
them for'lack of time or lack of enthusiasm, 


then we should not complain that the 
lawyers do not understand us psychiatrists. 
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FATALITIES IN PATIENTS RECEIVING CHLORPROMAZINE AND 
RESERPINE DURING 1956-1957 AT PILGRIM STATE HOSPITAL’ 


M. ZLOTLOW, M.D. anv A. E. PAGANINI, M.D.? 


In the last five years since the use of 
ataraxics, there exists a rich literature con- 
cerning the side effects, therapeutic effects 
and complications. However, some con- 
tributions have recently appeared in the 
literature showing fatalities and untoward 
reactions while patients are receiving tran- 


quilizers. 


REVIEW OF THE LITERATURE 


Wardel, D. W.(1) reports 3 deaths in 
the course of reserpine therapy and states, 
“We are certainly unable to attribute the 
above deaths and illnesses, with any de- 
gree of certainty, directly to the tranquiliz- 
ing agents” but raises the question as to 
“whether these agents may have a specific 
effect on the respiratory process conducive 
to the development of pneumonia and 
possibly diminishing the usual defensive 
alarm reaction to blocking of the airway.” 

Feldman, P. E.(2) reports one case (a 
post-lobotomy) of death in the course of 
therapy with a phenothiazine derivative 
and states, “The case history suggests that 
there was a catastrophic failure of the air- 
way defenses to respond to the presence 
of foreign material in the trachea” and it 
was the author’s conviction that the patient 
did not have a seizure at the death but 
rather “a failure of the cough reflex.” 

Hollister, I. E.(3) reported all the un- 
expected asphyxial deaths at his 1,325 
bed hospital over the past 644 years in a 
complete sample. He states that “this type 
of death (asphyxia) has been no more 
common during the period of tranquilizing 
drug therapy than before. What is par- 
ticularly noteworthy is the high incidence 
of asphyxial death in patients with brain 
damage, particularly those with convulsive 
disorders. Such an association of brain 
damage and unexpected asphyxial death 


1 The authors wish to express their appreciation to 
Dr. H. J. Worthing, Senior Director of Pilgrim State 
Hospital, Dr. H. Barahal, Associate Director, Dr. E. 
Gray, Director of Clinical Laboratories and the 
Statistical Department of Pilgrim State Hospital. 

2 Address: Box A, West Brentwood, N. Y. 


154 


was clearly present even before tranquiliz- 
ing drugs were used.” 

Similar episodes of untoward reactions 
to the drugs and several fatalities: seen by 
the authors prompted a study here at 
Pilgrim State Hospital, which has 14,000 
patients, about 1,100 deaths per year and 
some 350 autopsies per year. The two 
years, 1956 and 1957, were the peak years 
for the use of ataraxics and therefore were 
chosen for the present study; but, the 
autopsy records for 1953 and 1954 were 
also studied for comparison. In 1956 and 
1957, about 7,500 patients were receiving 
tranquilizers. In order to investigate the 
possibility of some connection between the 
drugs and fatalities, 25 autopsied patients 
who were on tranquilizing drugs at the 
time of death were studied in detail. 

An analysis of the records of these 25 
patients shows that 12 died suddenly of 
coronary artery disease. Six patients died 
with infectious lung disease (2 broncho- 
pneumonia, virus pneumonia, tobar pneu- 
monia, influenzal pneumonia and acute 
miliary tuberculosis of the lungs). These 
18 deaths apparently need no special re- 
view because, in our opinion, they appear 
te be the “natural” sudden deaths of pa- 
tients of any age group in any situation 
or study. 

Three patients died with acute peritoni- 
tis due to ruptured peptic ulcer. These 
cases gain importance because there has 
appeared no reference in the literature to 
patients who died of this condition while 
receiving ataraxics. Whether ataraxics have 
a specific effect on the incidence of rupture 
of “silent ulcers” is in the realm of specula- 
tion, and in view of our findings further 
consideration and study of this problem 
is certainly warranted. 


Case 1. W. M. Male, age 32. Admitted 
Jan. 20, 1953. Diagnosis, dementia praecox, 
paranoid. He was suspicious, showed marked 
anxiety and tension, was rambling, somewhat 
seclusive and once attempted suicide. He was 
never considered well enough for release on 
convalescent status. The patient received re- 
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serpine followed by chlorpromazine and was 
receiving chlorpromazine at the time of death, 
May 9, 1957. The patient suddenly developed 
an acute discomfort, became pale and clammy, 
abdomen tender, temperature of 102.2. He 
died suddenly and autopsy showed an acute 
peritonitis due to a perforated duodenal ulcer. 
There was no history of peptic ulcer, nor was 
there any symptomatology indicative of an 
ulcer before death. 


Case 2. C. C. Male, age 22. Admitted May 
12, 1927. Diagnosis, dementia praecox, cata- 
tonic. He was sporadically overactive, destruc- 
tive to clothing, hallucinated, mute and nega- 
tivistic. He was never considered well enough 
for release on convalescent status. On Jan. 14, 
1957, the patient was placed on reserpine and 
on Jan. 17, 1957, he died suddenly, having 
voiced no previous complaints. Autopsy re- 
vealed acute peritonitis due to a perforated 
duodenal ulcer. 


Case 3. A. P. Female, age 27. Admitted 
Feb. 7, 1950. Diagnosis dementia praecox, 
hebephrenic. She was impulsively assaultive, 
hallucinated and received a prefrontal loboto- 
-my in 1952. Following lobotomy the patient 
had convulsive seizures sporadically and re- 
ceived anti-convulsants. She was placed on 
chlorpromazine from March 1955 until May 
1955 and then on reserpine. She was receiving 
a combination of reserpine and chlorpromazine 
as well as anti-convulsants until Oct. 1956. At 
the time of death, the patient was receiving 
dilantin and chlorpromazine. On Dec. 6, 1956, 
she suddenly complained of a pain in the abdo- 
men following a bowel movement. She started 
to vomit and died suddenly. At autopsy the 
finding was perforated gastric ulcer, asphyxia 
due to aspiration of stomach contents. 

The remaining 4 patients died suddenly 
with asphyxia. These cases deserve special 
study in view of the similar sudden deaths 
reported by others and the various inter- 
pretations put on this catastrophe. It is 
to be noted that 3 of these were post- 
lobotomy patients who had a history of 
convulsive seizures and one was an epilep- 
tic. 

Case 4. P. G. Male, age 17. Admitted Feb. 
5, 1949. Diagnosis, psychosis with mental de- 
ficiency. He had a history of almost complete 
inability to learn even the simplest tasks, be- 
coming restless and extremely fearful. Before 
and after admission, the patient was impulsive- 
ly assaultive, destructive and masturbated to 

excess. He showed slight improvement in 
behavior after prefrontal lobotomy done Nov. 


1952, but in Jan. 1954, he went into a status 
epilepticus never having had a seizure before. 
He was subsequently placed on anti-convul- 
sant medication and on April 14, 1955, was 
placed on chlorpromazine and reserpine but 
showed no behavioral improvement. In Dec. 
1955, patient went into a status epilepticus. 
Up until the time of his sudden death, he was 
still on anti-convulsants, reserpine and chlor- 
promazine. During the night of May 28, 1957, 
the patient died suddenly due to asphyxia, ap- 
parently having had a convulsive seizure. 
Autopsy findings were essentially negative and 
failed to reveal any specific cause of death. 


Case 5. M. C. Female, age 26. Admitted 
Sept. 29, 1930. Diagnosis, dementia praecox, 
catatonic. She oscillated between periods of 
severe excitement and severe apathy and 
stupor; was hallucinated, confused, impulsively 
assaultive and out of contact. In June 1952, 
she received a prefrontal lobotomy without any 
change in her mental condition except for the 
development of infrequent grand mal convul- 
sions. In December 1955, she was placed on 
chlorpromazine in addition to anti-convulsants 
followed by reserpine. On July 9, 1956, the 
patient suddenly died, while on reserpine and 
anti-convulsants. Autopsy findings confirmed 
the diagnosis as asphyxia due to aspiration of 
stomach contents in an epileptiform seizure. 


Case 6. F. S. Female, age 24. Admitted 
Sept. 22, 1955. Diagnosis, dementia praecox, 
hebephrenic. She also had a birth injury re- 
sulting in leftsided spastic hemiplegia and had 
a history of infrequent grand mal convulsions. 
She was tense, silly, childish, auditorily hal- 
lucinated; was placed on reserpine Nov. 1955 
in addition to anti-convulsants. May 8, 1956, 
she was found dead in bed with her head 
buried in a pillow. She apparently had a sei- 
zure at the time of death. After autopsy, the 
diagnosis of asphyxia due to convulsive sei- 
zures and acute left heart failure was made. 


Case 7. H. E. Male, age 23. Admitted 
Feb. 9, 1939. Diagnosis, dementia praecox, 
catatonic. He was noisy, disturbed, destructive, 
homosexual, hallucinated and seclusive. He re- 
ceived a prefrontal lobotomy Jan. 1950 and 
following this, remained essentially unchanged. 
He was placed on reserpine May 1955, fol- 
lowed by chlorpromazine, on which he re- 
mained until his death. No epileptiform sei- 
zures were reported. On March 18, 1956, 
while in the dining room, the patie sud- 
denly turned blue, fell off the chair and died 
with his mouth full of food. Autopsy findings 
confirmed the diagnosis of asphyxia due to 
foreign body (food) in the trachea. 
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FATALITIES IN PATIENTS 


[ August 


Discussion 


Other somatic therapies have encoun- 
tered fatalities. For example, Impastato 
and Almansi found 0.8% fatalities in their 
survey of the literature on ECT. Kolb and 
Vogel found a death rate of 0.06% for 
ECT, 0.1% for metrazol and 0.6% for 
insulin. It is not our purpose here to set up 
a statistical study of the percent fatalities 
for patients receiving ataraxics. This study 
must necessarily wait for time and added 
experience but it is our impression that the 
fatality rate of patients on ataraxics is 
much lower than the above reported rates 
for other somatic therapies. These had as 
their most important fatal complications 
cardio-vascular disease and _ respiratory 
arrest whereas such complications do not 
appear to play an important role in fatali- 
ties of patients receiving ataraxics. 

As mentioned in the review of the litera- 
ture, two authors have attributed deaths 
from asphyxia as due to a failure of the 
cough reflex or to a specific effect on the 
respiratory system. Fogel’s study with re- 
serpine, however, failed to show an impair- 
ment of the swallowing mechanism when 
an objective test was used. 

In our opinion, the 6 deaths of this study 
due to lung disease have not been the re- 
sult of the lack of cough reflex or any 
specific effect on the respiratory system. 
Rather, they can be ascribed to the same 
unknown causes and factors involved in the 
development of lung disease in any group 
of patients. In addition, it must be noted 
that there was no undue increase of upper 
respiratory infections or lung disease dur- 
ing the “flu” epidemic of September and 
October 1957 in those patients receiving 
tranquilizing drugs. 

As noted, our 4 cases of asphyxia have 
all occurred in patients with lobotomy 
and/or convulsive disorders. We are in- 
clined to attribute these asphyxial deaths 
as due to the development of a “masked 
fit” or an unnoticed epileptic convulsion 
with accompanying glottal spasm and 
tracheal aspiration of stomach contents. As 
noted by Hollister, “such association of 
brain damage and unexpected asphyxial 
deaths was clearly present even before 
tranquilizing drugs.” Furthermore, it must 
be taken into consideration that the ata- 
raxics are possibly epileptogenic in some 


cases. A recent study of this problem by 
the present authors has led us to the con- 
clusion that chlorpromazine may be epilep- 
togenic in some brain-damaged patients. 
This possibly is taken into consideration 
when we ascribe the asphyxial deaths as 
due to “masked fits” or unnoticed con- 
vulsions, rather than to a speculative lack 
of cough reflex or effect on the respiratory 
system. 

We note that the classical picture of the 
syndrome of acute psychotic exhaustion 
with fatality is no longer seen. In the past, 
this hospital has had at least 25 deaths 
yearly due to this syndrome. This remark- 
able development deserves utmost empha- 
sis. 

CoNCLUSIONS 


1. Fatalities in the course of treatment 
with chlorpromazine and reserpine are 
much lower than with other somatic 
therapies. 

2. Cardio-vascular and respiratory fatali- 
ties seen as the main complication with . 
other somatic therapies are not as impor- 
tant complications in the course of treat- 
ment with these 2 drugs. 

3. In patients with brain damage, as- 
phyxia as the cause of death is due rather 
to a “masked fit” or “unnoticed convulsion” 
than to lack of cough reflex or some specific 
respiratory effect. 

4. The development and appearance of 
ruptered peptic ulcer or a “silent” ulcer in 
patients receiving ataraxics should be 
further investigated. 

5. The disappearance of the classical 
syndrome of “psychotic exhaustion” as a 
cause of death in the years of the use of 
ataraxics is remarkable and must be re- 
emphasized. 
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MENTAL SYMPTOMS IN CASES OF TUMOR OF TEMPORAL LOBE ' 


PAUL GAL, M. 


The diagnosis and the localization of in- 
tracranial tumors in the early stage is rarely 
easy even adopting the most modern diag- 
nostic procedures. According to Martin( 10) 
even the most experienced neurogolist, 
diagnosing exclusively on the basis of clini- 
cal symptoms, would succeed in the localiz- 
ing diagnosis with only a 40% error. This 
error may well be caused among other 
factors by the establishment of the diag- 
nosis, first and chiefly on the basis of 
neurological symptoms, while the mental 
state is only little considered. It is a justifi- 
able desire of the brain surgeons that the 
neuropsychiatrist should also evaluate the 
mental state of the tumor-suspect patients, 
which would give more adequate help in 
diagnosis. The psychiatric literature, except 
for the monograph of Walter-Buel(22), is 
in this respect relatively poor and uncer- 
tain. 

Our knowledge about the physiology and 
pathology of the temporal lobe recently 
made significant progress. This added 
knowledge is a great help in diagnosing 
temporal lobe tumors. But that the diag- 
nostic difficulties have decreased only a 
little, has just been proved by Scarcelli’s 
study (19) : 30% error out of 50 cases. 

In the literature referring to the mental 
manifestations of temporal lobe tumors, we 
have found various data(20, 7, 12, 18, 9, 8, 
5, 3). Therefore it would be desirable to 
review the cases of temporal lobe tumors 
in our institute. We shall not in this study 
deal with the deeper analysis of the psy- 
chopathologic process. 


CASE MATERIAL AND DISCUSSION 


Sixty-one cases, 37 male, 24 female, all 
verified by biopsy or autopsy. The young- 
est, aged 12 years, oldest 68, average age 
44.6 years. Right side 31, left side 28, 
bilateral 2. The location of the tumors as 
follows : exclusively in the temporal lobe 
35, temporo-frontal 4, temporo-frontal- 

1 From the National Neurosurgical Research In- 


stitute, Budapest, Hungary. 
2 Fairfield State Hospital, Newtown, Conn. 


parietal 7, temporo-central and basal 
ganglion 1, temporo-parietal 2, temporo- 
occipital 6, temporo-parieto-occipital 3 and 
temporo-basal (sphenoidal ridge) 3. 

There were mental symptoms in 50 cases 
(82%). This number agrees with Schles- 
inger’s (81%), is less than Massion-Verni- 
oris (100%) Guidetti et als (92%) and 
approximates other authors’ data: Kesch- 
ner et al (85.7%), Paillas et al (70%). 

As initial symptoms before the neurologi- 
cal signs there were mental manifestations 
in 37 cases. These are essentially more than 
in the material of Guidetti et al. (43%) 
Keschner et al. (35%). 

From the findings in this series we 
classified the mental symptoms as follows : 
1. Fits, 2. Changes in personality, 3. Dis- 
orders of mood, 4. Schizoform psychosis, 
5. Parietal mental symptoms, 6. Psycho- 
organic syndrome ( Bleuler). 

1. Fits: This type of fit is generally 
known after the description of Jackson 
(1888) as “uncinate fits.” His short defini- 
tion was: “This is a very elaborate or 
‘voluminous’ mental] state.” Along with this 
mental state—in our material—olfactory 
hallucinations were present in 12 patients, 
19.5%. The peculiar odors are described by 
patients as onion, sulphur, pipe smoke, 
nauseous, sour, stinking, or “tragic.” Hal- 
lucinations of taste occurred in 2 patients. 
Both stated them to be unpleasant. Only 
one patient had visual hallucination as 
isolated phenomenon in “formed” mani- 
festation. Acoustic hallucination occurred 
in one patient : “my wife’s voice sounded 
strangely and from a great distance.” Three 
patients had visual illusions (déjd vu ex- 
perience), and 7 had a “dreamy state.” 
The relatively small number of both mani- 
festations may very well be explained by 
the statement of Kolodny (1928) : “dreamy 
state is a most complex phenomenon, which 
taxes greatly the self-analyzing ability of 
the patient and the observing power and 
experience of the physician.” He supposed 
that dreamy states occur very frequently, 
but remain unrecognized by the patient 
and physician. 
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We did observe fits as automatism in one 
patient in the form of “oral petit mal” and 
in another one, of simple stereotyped move- 
ments. 

Psychomotor equivalent occurred in 4 
cases as ambulatory automatism. This type 
of psychomotor equivalent is a very rare 
manifestation. Rochow(17) found only one 
case out of 842, and we(2) found in the 
Neurological University Clinic of Debrec- 
en, Hungary, 5 cases out of 20,000. The 
first patient out of our 4 had a syphilitic 
anamnesis, but at that time there was no 
sign of meningo-cerebral syphilis. The sec- 
ond was suffering from cerebral arterio- 
sclerosis. Supposedly both factors could 
have played a role in producing the epi- 
leptic manifestation. The third patient's 
symptom was a post-epileptic mental cloud- 
ing state. The short case history of the 
fourth patient was as follows : 


Case 1.—A 36-year-old female had suffered 
fits for 14 years. She had been examined and 
treated at various hospitals several times. Her 
fits were of two kinds: 1. She had a peculiar 
experience, in that her strange surroundings 
seemed to be familiar as though she had 
known them for a long time. 2. She became 
suddenly confused and shouted : “I am roar- 
ing as a jackal.” She started running aimlessly, 
went shopping in a store, where she helped 
herself to certain things. On such an occasion 
she became involved with the police and 
was transferred to a mental hospital. Because 
the encephalogram indicated a possible brain 
tumor, she was transferred to our institute. 
Angiogram showed a right temporal lobe 
tumor. Operation : partial removal of astro- 
cytoma from the temporal lobe. For the 3 
years following the operation she has had no 
fits. 

Only one case displayed exclusively the 
mental manifestations of temporal epilepsy. 
In material of Gibbs and Gibbs(4) there 
were 21 out of 2,484. 


Case 2.—A 40 year-old male. Fits with ol- 
factory and visual hallucinations: grenade 
smell, corps stench, the objects and people 
are trembling, twisted, the heads become 
quadrangular. Ventriculography was negative 
4 years ago. Since that time was talkative, 
unduly “sociable,” cheerful, perfectly happy, 
jovial and ever smiling. He made friends 
easily and enjoyed joking. Recently had 
grand mals. Neurological finding: negative. 
Mental status : hypomanic, exhibits loves and 


hates, possibilities of excessive narcissism and 
frustrations therefrom. Polite, egocentric at- 
titude. He minimizes his present symptoms. 
X-ray, spinal fluid, encephalogram, angiogram 
negative. Electroencephalogram : signs of or- 
ganic lesion (tumor?) in the right temporal 
area. Operation : resection of the anterior part 
of the right temporal lobe exposed a tumor 
lying deep in the temporal lobe. 


That various symptoms can appear in the 
same patient in different manifestation be- 
fore and after operation, is illustrated by 
the following case: 


Case 3.—A 54-year-old male, complaining 
for 10 months of headache, impairment of 
memory, transitory states of mild mental cloud- 
ing and automatism. Recently he had vomited 
frequently. Neurological examination and 
arteriography indicated a right temporal tumor. 
Operation : temporo-basal tumor was removed 
by suction because of the soft consistency of 
the tumor. The histological examination could 
not exactly establish the type of tumor. Weeks 
later, the patient at times found himself feel- 
ing at home on the ward. He believed that 
the hospital rented his home and transferred 
him and his fellow patients there. At another 
time his war experiences of 13 years previous 
were revived very vividly. While before the 
Caager had not provoked the slightest dread at 
all, he became very anxious during such a 
seizure and experienced a bitter peculiar taste 
and smell. These symptoms disappeared only 
after months. At present, 4 years following 
the operation, he has successfully resumed his 
former occupation. 


2. Changes in personality shows only one 
patient (Case 2). 

3. The disorders of mood was observed 
by many authors (5, 21, 22) but figured a 
high percentage in Keschner’s material : 
depression 20%, euphoria 21%. Papez(13) 
supposed that the temporal lobe and its 
connections play an important role in the 
emotional life. This supposition was later 
supported by many neurosurgical observa- 
tions, clinicopathological data and animal 
experiments. In our material it did not 
occur as the main symptom. Depression 
occurred in 3 patients, anxiety in 2 and 
euphoria in 4 patients. 

4. Schizoform psychosis was described 
by Walther-Buel and Guidetti in cases of 
temporal lobe tumor. We also observed in 
one case. 
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Case 4.—A 56-year-old female. Two years 
ago in connection with psychic trauma, de- 
lusions of persecution, olfactory, visual and 
acoustic hallucinations developed. She had 
peculiar experiences of mystical coloring. “I 
have had strange sensations of being pushed 
by somebody to go this way or that; my 
brain would distend; my thoughts were di- 
. rected by something, my chest, brain and 
stomach would be torn by something.” Her 
memory was severely impaired. Her fund of 
knowledge narrowed and she became inactive, 
idle, indifferent and emotionally flat. Pneu- 
moencephalogram and electroencephalogram 
showed the signs of left temporal lobe tumor. 
Operation : removal of a temporo-basal men- 
ingeoma. Four days after operation she died. 
So it is difficult to tell, how greatly the psy- 
chic condition would be influenced by the re- 
moval of the tumor. 

5. Parietal mental syndrome was ob- 
served in 10 cases. We found them not only 
in those cases where the tumor infiltrated 
the parietal lobe, but also in cases of re- 
active edema, or local disturbance of blood 
circulation, of local pressure, as neighbor- 
ing syndrome. In such cases of course—5 
altogether—after operation the parietal 
syndrome completely disappeared. 

6. The psycho-organic syndrome (Bleul- 
er) is manifested as a superficial or deeper 
disturbance of sensorium, difficulties in 
thinking and concentration, drowsiness, 
amnestic syndrome, lack of interest and 
apathy. This syndrome was found in 30 
cases. 


SUMMARY AND CONCLUSION 


In the series of 61 temporal lobe tumors 
there were mental symptoms in 50 cases. 
As initial symptoms there were mental 
manifestations in 37 cases before any neu- 
rological signs appeared. The symptoms 
were are follows: 1. fits (hallucinations, 
visual illusions, dreamy state, automatism, 
psychomotor equivalent, temporal epi- 
lepsy), 2. changes in personality, 3. dis- 
orders of mood, 4. schizoform psychosis, 5. 
parietal mental symptoms, 6. psycho-or- 
ganic syndrome. 

We do not assume a definite mental syn- 
drome of tumor of temporal lobe. We 
would only emphasize, that the psychic syn- 
dromes are never manifestations only of 


damage of a circumscribed part of the 
brain, but always as a damage of the func- 
tion of the brain as a whole. From the clini- 
cal symptoms and their connections with 
the local lesions, one can only conclude 
that certain neuron groups play greater 
part in some or in specific brain activities. 
On the basis of literary data, of our own 
material and observations with electric 
stimulations of the cortex by Penfield and 
co-workers, we assume, that some type of 
hallucinations, déja vu experiences, dreamy 
states, automatism, psychomotor equiva- 
lence, temporal epilepsy can be—with great 
probability—significant of temporal lobe 
lesions. Paying more attention to these 
symptoms and making greater use of the 
results of other examinations we will be 
enabled to make an earlier and more ac- 
curate diagnosis to establish the temporal 
lobe tumor. 
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CLINICAL NOTES 


SCHIZOPHRENIA IN RELATION TO BLOOD GROUPS 
ABO AND BLOOD TYPES Ru. D. AND MN 


Third Study 
C. R. LAFFERTY, M.D. anp WILMA J. KNOX, Pu. D.! 


In an effort to relate blood groups or a 
particular blood type to schizophrenia in 
our first and second studies(1), blood from 
white chronic schizophrenics in this hospi- 
tal was compared with white male normals 
from this area. While the findings must be 
regarded as tentative, there was a signifi- 
cantly larger number of A positive types 
and fewer A negative types in the schizo- 
phrenic group than in the control group. 
The blood types M and N showed no 
significant statistical differences between 
the two groups. 

For our third study, a comparison of 
blood groups and blood types of 599 
chronic Negro schizophrenic males at the 
Tuskegee Veterans Hospital at Tuskegee, 
Alabama, was made with 500 consecutive 
adult Negro males from The Red Cross 
Blood Bank in Mobile, Alabama. Compari- 
sons were made between the Negro schizo- 
phrenic group and the Negro control group 
for blood groups ABO and for blood types 
Rh positive and Rh negative. As in previ- 
ous studies, the chi-square method was 
employed. The hypothesis that the Negro 
schizophrenic group and the Negro control 
group were from a common distribution 
of blood groups ABO could not be rejected 
(p = .95). However, these two groups were 
significantly different when blood typed 
with Rh.D. serum (p= .001) with the 
Negro schizophrenic group showing a 
larger proportion of Rh negative. The re- 
sults were analyzed and compared with 
previous studies. 

In the former studies it was reported 
that the white schizophrenic group had a 
significantly larger number of A positive 
types and fewer A negative types than the 
white control group. In the light of the 
findings of the third study, it would appear 


1 From the Gulfport Division, VA Center, Biloxi, 
Miss. 


more meaningful to regard these differences 
between the two white groups as due to 
the Rh.D. typing rather than the blood 
group ABO. The comparison between the 
white schizophrenic and white control 
groups for ABO blood groups was not 
significant (p = .30), while the comparison 
between the two groups for the Rh.D. 
factor was significant (p = .02). Primarily, 
the Rh.D. factor rather than the blood 
group contributed to the variability be- 
tween the two groups in each of the two 
experiments. 

The Rh.D. factor operated differently in 
the Negro groups than in the white groups. 
In the Negro schizophrenic group a greater 
proportion of Rh negative was found than 
in the Negro control group. In the white 
schizophrenic group a greater proportion 
of Rh positive was found than in the white 
control group. 

The two control groups, Negro and 
white, were compared as to blood groups 
and blood types. The hypothesis that the 
two control groups were from a common 
population could be rejected at the .001 
level for both blood groups ABO and Rh.D. 
factor. These differences indicate that data 
from the Negro sample and the white 
sample cannot be appropriately combined. 

Before significant determinations can be 
made, it is hoped that other psychiatric 
hospitals may become interested and make 
contributions in this field. 


CONCLUSIONS 


In comparing blood groupings and the 
Rh.D. factor in Negro schizophrenics with 
controls and with former findings, interest- 
ing differences were noted : 

1. Significant differences were found be- 
tween schizophrenic subjects and control 
subjects in two of the three studies, one 
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of which used Negro subjects and the 
other, white subjects. 

2. The Rh.D. factor rather than the 
blood group accounted for the differences 
between schizophrenics and normals in two 
of the studies. 

3. The Rh.D. factor operated differently 
in the Negro groups than in the white 
groups. Negro schizophrenics showed a 
greater proportion of Rh negative, and 


white schizophrenics showed a greater pro- 
portion of Rh positive. 

4. The Negro control group and the 
white control group had different distribu- 
tions of the Rh.D. factor and of blood 
group characteristics ; therefore, data from 
Negro and white subjects could not be ap- 
propriately combined. 
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IS ADRENOCHROME PRESENT IN THE BLOOD ? 


STEPHEN SZARA, M.D. D.Sc., JULIUS AXELROD, Pu. D. anv 
SEYMOUR PERLIN, M. 


Recently, Hoffer(1) has reported the 
presence of adrenochrome in the plasma 
of normal subjects and its elevation after 
the administration of lysergic acid di- 
ethylamide (LSD,.,). Adrenochrome has 
also been reported to produce schizo- 
phrenic-like symptoms in man(2). In view 
of these findings, adrenochrome could be 
interpreted as having a key role in the 
biochemical production of clinical states, 
which resemble schizophrenia. Therefore, 
a study on the estimation of adrenochrome 
in the blood of normal and schizophrenic 
subjects was undertaken. 


METHODS AND RESULTS 


Blood was drawn and immediately 
chilled to 0-5° C. and centrifuged in a 
refrigerated centrifuge. One ml. of plasma 
was transferred to a glass stoppered cen- 
trifuge tube containing 0.2 ml. of KH,PO, 
solution (0.5 M) and 15 ml. of n-butanol’. 
All subsequent steps were carried out at 
room temperature. The tube was shaken 
and centrifuged. Ten ml. of the butanol 
layer was transferred to another tube con- 
taining 3 ml. of 0.1 N HCl and 25 ml. of 
ethyl acetate*. After shaking, the tubes 
were centrifuged and the upper layer re- 


1 From the Laboratory of Clinical Science, National 
Institute of Mental Health, Bethesda 14, Md. 

2 All solvents were successively washed with one 
fifth volume 1N NaOH, 1N HC1 and three times 
with water. 


moved by aspiration. A 0.5 ml. aliquot of 
the acid extract was transferred to a test 
tube and 0.5 ml. of NaOH-ascorbic acid 
mixture added(3). After 5 minutes the 
fluorescence was measured in an Aminco- 
Bowman spectrophotofluorometer at 525 
mu after activation at 410 mu. 

A known amount of adrenochrome * 
added to KH2PO, solution and run through 
the above procedure served as a standard. 
All determinations were completed within 
two hours after drawing of blood. All 
values were corrected for small reagent 
blank. As little as 20 micrograms of ad- 
renochrome per liter of plasma could be 
estimated by this procedure. 

Plasma levels of adrenochrome were 
measured in 17 subjects of whom 6 were 
“normal-control” volunteers and 11 acute 
and chronic schizophrenic patients. Among 
the schizophrenic subjects 3 were actively 
hallucinating while 5 others had a recent 
history of hallucinations. 

Less than 20 micrograms per liter of a 
fluorescent material was found in the plas- 
ma of both the normal and schizophrenic 
subjects. This material did not have the 
characteristic activation and fluorescent 
spectra of synthetic adrenochrome. On the 
other hand, adrenochrome added to plasma 
and treated by the procedure described 
above had fluorescent characteristics identi- 
cal with those of untreated adrenochrome. 


3 Crystalline adrenochrome was kindly supplied by 
Dr. A. Hoffer, University Hospital, Saskatoon, Sask. 
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DISCUSSION 


Green and Richter(4) found that cycto- 
chrome oxidase can oxidize epinephrine to 
adrenochrome in vitro, but no evidence for 
the formation of adrenochrome in vivo has 
been demonstrated. Schayer, et al.(5) using 
radioactive epinephrine and adrenochrome 
found that adrenochrome is not a meta- 
bolite of epinephrine in the intact rat. In 
a recent report, Hoffer found adrenochrome 
to be present in plasma of human subjects 
to the extent of 50 micrograms per liter(1). 
An examination to establish the identity of 
the adrenochrome was not reported. 

Using a sensitive and specific method 
for the estimation of adrenochrome we 
were unable to obtain evidence for the 
presence of adrenochrome in the plasma of 
normal and schizophrenic subjects. The 
minute amount of fluorescent material in 
plasma extracts did not possess the charac- 


teristic fluorescence of authentic adreno- 
chrome. 


SUMMARY 


1. A specific and sensitive method for 
the estimation of adrenochrome in plasma 
is described. 

2. Adrenochrome could not be detected 
in the plasma of normal and schizophrenic 
subjects. 
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HAZARDS IN TRANQUILIZING THE ELDERLY PATIENT 
GENEVIEVE A. ARNESON, M.D.! 


The author wishes to call attention to 
the hazards involved in the administration 
of tranquilizing drugs, notably the Rau- 
wolfia and phenathiazine derivatives, to 
elderly people. 


Case 1: A 90-year-old lady with remark- 
ably well preserved mental faculties was given 
a parenteral dose of a phenothiazine derivative 
after she had developed nausea secondary to 
digitalis administration. The patient became 
comatose, cyanotic and remained in shock with 
blood pressure at very low levels for 48 hours. 
After vigorous symptomatic treatment, she 
recovered “consciousness” but the hypotensive 
episode apparently had produced such severe, 
irreversible brain damage that she never re- 
gained her former mental capacity. She re- 
mained senile, childish, and unable to care 
for herself until her death a year later. 

Over the past year we have seen a num- 
ber of older patients suffer severe and often 
catastrophic cerebrovascular insufficiency 
syndromes following administration of the 
above drugs. 


1 Department of Psychiatry & Neurology, Louisiana 
State University School of Medicine, and Charity 
Hospital of Louisiana, New Orleans, La. 


Case 2: A 63 year old white male was 
admitted in coma to the neurology service of 
Charity Hospital, one week after being started 
on a Rauwolfia compound for “hypertension.” 
The patient had had a 6-week history of 
“dizzy spells” during which he experienced 
transient mental confusion, tinnitus, and 
slurred speech. His blood pressure had ranged 
around 160/90; on admission his B.P. was 
105/80. The patient never recovered con- 
sciousness and pursued a steady downhill 
course with his blood pressure at low levels. 
He died 6 days after admission. Post-mortem 
examination revealed a basilar artery throm- 
bosis which completely occluded the blood 
supply to the vital brain stem centers. The 
relationship of the Rauwolfia to the thrombosis, 
although obviously not proved, is at least 
highly suggestive. 

We believe that in many elderly patients 
apparent “hypertensive” blood levels are 
physiological, that is, an increased head 
of pressure is necessary, or really secondary, 
to the decreased peripheral vascular vol- 
ume. To decrease this head of pressure by 
means of hypotensive drugs produces ad- 
ditional slowing of the stream and provides 
fertile ground for thrombotic phenomena 
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and/or signs of cerebrovascular insuffi- 
ciency. One only adds injury to insult by 
administering hypotensive drugs to such 
elderly patients. 

Also, presumably as the result of cere- 
brovascular hypotension, we have noted 
the addition of organic features to para- 
noid symptomatology in older patients who 
are on high doses of these medications. The 
disorientation and confusion in these 
patients was relieved considerably by re- 
ducing dosage or discontinuing the drug. 

The following is the prototype of a group 
of patients we find becoming common- 
place. The patient is in the older age group 
and has recently shown signs of some 
mental “slipping” viz. recent memory loss, 
periods of confusion, transient disorienta- 
tion, etc. He becomes anxious and appre- 
hensive about these symptoms. He reports 
to his doctor with complaints of “nervous- 
ness,” insomnia, irritability, periods of de- 
pression, etc. The patient is placed on one 
of the above tranquilizers. His symptoms in- 
stead of abating become worse. The dosage 
of tranquilizer is increased, symptoms in- 


crease, and a vicious circle is set up. A 
number of these patients have come to our 
psychiatry service with full-blown agitated 
depressions of psychotic proportions with 
accompanying organic features. We find 
that symptoms improve promptly with dis- 
continuance of the medication. We believe 
that the initial symptomatology is the result 
of cerebrovascular insufficiency which is 
then aggravated by administration of the 
hypotensive tranquilizers. 

We believe the physician who is pre- 
sented with an older patient who has symp- 
toms of anxiety on the one hand or physio- 
logical hypertension on the other is well 
advised to search the history carefully for 
signs and symptoms of transient organic 
mental deficit, secondary to cerebrovas- 
cular insufficiency, before prescribing tran- 
quilizing drugs which are potent hypo- 
tensives. A history of confusional episodes, 
disorientation, vertigo, speech difficulties, 
tinnitus, etc. would suggest that he will 
only aggravate the situation by prescribing 
such drugs and possibly hasten the patient's 
demise via a fatal cerebrovascular throm- 
bosis. 


THE CLINICAL EFFECT OF NOR-ETH-ANDROLONE (NILEVAR) 
ON INCONTINENT MENTAL PATIENTS 


GEORGE VLAVIANOS, M.D. anp LUDWIG FINK, M.D.1 


Nor-eth-androlone (Nilevar?) is de- 
scribed as exerting minimal androgenic ac- 
tivity, acting as a “protein anabolic hor- 
mone” with additional “myotrophic ef- 
fect”(1). The latter effect was experiment- 
ally determined in animals by the levator 
ani method(2). The question is raised as to 
whether the anabolic, myotrophic effect 
of this medication would apply also to the 
levator ani and perineal muscles in hu- 
mans. Would a lessening of incontinence 
be evident ? 

Eleven male, deteriorated, mental pa- 
tients constituted the population used in 
this study. These patients were randomly 
selected from those with a history of severe, 
chronic incontinence, the duration of which 
ranged from 1 to 55 years. The psychiatric 


1 Kings Park State Hospital, L. I., N. Y. 
2 Trademark of Searle & Co. 


diagnoses included : schizophrenia, manic- 
depressive psychosis, psychosis with mental 
deficiency as well as psychosis with syphil- 
itic meningo encephalitis, psychosis due to 
hereditary cause (hemiplegia). Nilevar 
was administered to each in total daily 
dosages of 30 mg. for 17 to 53 days. The 
age of the patients ranged from 35 to 76 
years. All cases had been screened for inter- 
fering bladder or prostata lesions. The 
fluid and dietary regime and nursing care 
which existed prior to the study were con- 
tinued without change for each subject. 
All episodes of wetting and fecal soiling 
were registered on a 24 hour basis. 

Six patients had a positive response with 
no incontinence from 3 to 7 days after the 
start of medication and during treatment. 
Three of them remained continent after 
medication was discontinued : two for the 


° 

ae | 

« 

fest, 5 

Pe 

¥ 
: 


1958 ] CLINICAL NOTES 165 


following 5 days and one for 21 days. One 
deeply regressed schizophrenic showed a 
surprising improvement in his behavior, 
concomitant with the improvement of his 
incontinence. One of these patients (diag- 
nosed as psychosis with syphilitic meningo- 
encephalitis with a 21 year duration of 
incontinence) showed a positive result in 
spite of the suspected neuropathic charac- 
ter of his condition. Five patients showed 
scattered or no influence on their pattern 
of incontinence. 

The authors feel that the number of 
patients was too small and the time of 
trial, too short to evaluate conclusively, 
the effect of this drug on incontinence. This 
limitation, however, was necessitated by the 
limited amount of the drug available. Our 


results warrant further investigation, which 
may determine the temporal usefulness and 
the longterm action of this therapy. The 
serious social impact of the “incontinent 
patient” on the other hand, the little atten- 
tion paid to this topic in the literature, 
especially from the pharmacotherapeutic 
point of view, made us believe that this 
preliminary report would be of interest. 
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VARIABILITY OF ABSTRACTIONS 


Good and evil are relative qualities, dignified very largely by public opinion; and it 
must always be remembered that certain things which are considered to be correct today 
may have the denunciation of yesterday and tomorrow. . . . The true student of history 
will make the effort to cast from him the shackles of his contemporaneous opinions, and 
to parade the bygone ages in the boundless freedom of a citizen of all time and a dweller 


in every land. 


—ARrTHUR WEIGALL 
(The Life and Times of Cleopatra) 
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TREATMENT OF PSYCHOSES IN EARLY CHILDHOOD 
WITH TRIIODOTHYRONINE 


ALBERT C. SHERWIN, M. D., FREDERIC F. FLACH, M. D., anp 
PETER E. STOKES, M. D.! 


Various features in the behavior of chil- 
dren with psychoses such as early infantile 
autism have suggested a possibility of dis- 
turbances in adrenal cortical function. Tri- 
iodothyronine was administered to two of 
these children, because of its influence on 
endocrine balance, particularly with ref- 
erence to the steroid hormones of the 
adrenal cortex(1). In addition triiodothy- 
ronine has been felt to stimulate emotions 
and increase alertness in adult patients(3). 


Case 1.—The first patient is a 6 year old 
boy with markedly autistic behavior from the 
first year of life, uncommunicativeness, intense 
insistence on sameness of environment, hyper- 
activity, repetitive and destructive activity and 
nonfunctional play. The pediatric workup was 
negative for organic disease. A diagnosis of 
early infantile autism was made. After a year 
and a half of play therapy, he was somewhat 
more responsive and expressed himself more 
intelligibly with vocalizing and rarely with 
a few words. The child was started on a daily 
dose of 12.5 micrograms of triiodothyronine, 
and this was built up by adding 12.5 mgs. 
at two week intervals until a dosage of 75 
mgs. had been achieved. He was maintained 
on this dosage for several weeks and then 
discontinued. From the time he had reached 
50 mgs., definite and interesting changes were 
noted. These included significantly better con- 
tact, with show of affection and smiling ; 
increased interest in the environment (for 
example, the child watched television for the 
first time). He began to play occasionally with 
siblings, and joined the family at the dinner 
table. There was striking diminution in visual 
darting movements (wherein the child for the 
first time looked someone else in the eye) ; 
some beginnings of functional play ; increase 
in frustration tolerance, and in ability to learn 
and conform. Finally he began to say a few 


1 From the Departments of Psychiatry and Medi- 
cine, Cornell University Medical College, and the 
Payne Whitney Psychiatric Clinic of The New York 
Hospital, New York, N. Y. 
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more words and appeared as does a small 
child who is about to develop useful speech. 
These gains increased steadily until a plateau 
was reached after about one month on the 
full dosage. Further gains were observed upon 
discontinuation of the medication, and these 
were maintained for 3 weeks. 


Case 2.—A second child, now age 6%, pre- 
sented a picture manifested by limited affec- 
tive contact, evidence of intellectual retarda- 
tion, inappropriate play, hyperactivity, and 
limited communicativeness. Onset of illness 
occurred in his first year of life. Speech has 
been used rarely and almost never for com- 
munication. Psychological evaluation revealed 
consistent successes at the 2-3 year level in 
test items chosen, without any peaks beyond 
this. The pediatric workup was negative for 
organic disease. According to criteria des- 
cribed by Despert and Sherwin(2), this child 
was considered to represent a case of psychosis 
with apparent mental defect. After 1 year of 
play therapy there had been little change other 
than some minimal increase in affective con- 
tact. Triiodothyronine was administered es- 
sentially according to the same method de- 
scribed above. Significant changes occurred 
when the child approached the full dosage of 
75 micrograms a day. At this time there was a 
noticeable and marked increase in affective 
contact and alertness to and interest in en- 
vironment. The child began to engage in ap- 
propriate play, named many objects in the 
playroom and their use, and occasionally an- 
swered questions or made appropriate requests. 
After one month on the full dosage, he con- 
tinues to show gains. Hyperactivity has varied, 
at times being markedly decreased and at 
other times somewhat increased. 

Both children, in the early stages of 
medication particularly, displayed acute 
periods of apparent anxiety or fear. Neither 
child displayed signs of thyroid disease 
prior to course of medication, or of thyroid 
toxicity during it. 

The first child was later treated with a 
course of 20 units of zinc corticotrophin 
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I M 5 days a week during which period he 
displayed increase in hyperactivity but also 
increase in alertness and affective contact, 
and some increase in use of speech. Ad- 
ministration has not been associated with 
clinical evidence of hyperadrenalcorticism. 
This medication has been combined with 
triiodothyronine, the latter at dosages of 
50-75 micrograms daily. Observations indi- 
cate a reinforcement of the increased con- 
tact and affective display noted with tri- 
iodothyronine alone. Hyperactivity appears 
to be less marked than with zinc cortico- 
trophin alone, and more marked than with 
triiodothyronine alone. 

During the course of administration, play 
therapy has been continued without change 
in frequency or essential approach. It 
should, however, be stressed that no sub- 
stance could be expected to change a 6 year 
old child who had been in limited contact 
since early in life into a normal 6 year old. 


This brief report is intended to call at- 
tention to the fact that chlorpromazine in 
the moderately high doses commonly em- 
ployed in the management of psychoses 
may lead to the appearance of an increased 
amount of protein in the cerebrospinal 
fluid. Occasionally these levels may be of 
sufficient magnitude to raise the suspicion 
of associated organic brain disease such as 
cerebral neoplasm (possibly causing the 
patient to be subjected to ventriculograms 
or arteriograms). It seems worthwhile, 
therefore, to emphasize this potential 
source of diagnostic confusion, even though 
the series of observations upon which it 
is based is still small in number. Although 
chlorpromazine has been extensively em- 
ployed in this country since 1954 and on 
the continent since 1952, a careful search 
of the literature has thus far failed to re- 
veal any previous reports bearing on this 
finding. 

The present study was prompted by 


1 Psychiatry & Neurology Service, VA Hospital, 
Oakland, Calif. 


SPINAL FLUID CHANGES DURING CHLORPROMAZINE THERAPY 
JAMES K. SMITH, M. 


Final results must depend upon psycho- 
therapeutic and teaching techniques to 
make use of the increased contact, if any- 
thing is to be gained. Present plans, there- 
fore, include trying these and related 
medications along with intensive psycho- 
therapeutic and teaching methods on a 
larger number of patients. In addition, 
studies of hormonal balance in some pa- 
tients are in progress. Clinical use of these 
products must be considered to be in an 
experimental stage, and further study will 
be necessary before definite conclusions 
can be drawn. 
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curiosity as to whether the well-known 
clinical phenomenon of drug-induced 
Parkinsonism would be reflected by changes 
in the cerebrospinal fluid. There was no 
suspicion of organic disease of the nervous 
system in any of the reported cases, the 
sole basis for selection being that these 
were the only patients on the ward receiv- 
ing the drug in dosage adequate to produce 
a Parkinsonian syndrome. A brief summary 
of the essential clinical and laboratory data 
on the 4 patients follows : 


Case 1. A 27-year-old white patient was ad- 
mitted in his second psychotic episode within 
a year. He had been hospitalized elsewhere for 
a schizophrenic reaction, catatonic type, 4 
months earlier and had there received thora- 
zine over a 2 month period in levels up to 
2,800 mg. daily. There was no history of head 
trauma, epilepsy or other neurological dis- 
order. Initially he was given promazine 120 
mg. daily which was later changed to chlor- 
promazine. Spinal puncture after 2 months on 
chlorpromazine (1,600 mg. daily) yielded 
clear fluid under normal pressure containing 
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1 cell, 68 mg. protein”, negative Pandy, nega- 
tive serology and gold curve : 3333220000. A 
neurological examination was negative except 
for a mild Parkinsonism. Psychological tests 
showed no organic signs. The patient had sub- 
sequently improved and at this writing is 
home on a trial visit. 


Case 2. 42-year old white patient, acute 
schizo-affective reaction. Past neurological his- 
tory was negative except for mild head trauma 
at age 6. He had been well until 2 years prior 
to this admission when he had received 15 
EST treatments at a state mental institution 
for an acute psychosis. On admission here he 
was given chlorpromazine, receiving 1,200 mg. 
daily for 6 weeks when it was reduced to 
800 mg. daily. A week later the dose was cut 
to 400 mg. daily and on the day the spinal 
fluid was obtained the drug was stopped. The 
fluid was clear, under normal pressure and 
contained 2 cells, 51.6 mg.% protein, negative 
Pandy reaction, negative serology and colloi- 
dal gold curve : 1222110000. Neurological ex- 
amination was normal except for a slight mask- 
ing of facial expression and reduction of arm 
swinging in walking. An EEG was within 
normal limits. He has subsequently been dis- 
charged as improved. 


Case 3. 26-year old white patient, acute 
schizophrenic reaction. He had been previous- 
ly hospitalized here twice within the past 2 
years for a similar illness with remission of 
symptoms under thorazine both times. The 
past neurological history was negative. He 
was placed on chlorpromazine reaching a dose 
of 1,200 mg. daily by the end of a week and 
continued at this level up to the time of his 
spinal fluid examination 8 weeks later. The 
spinal fluid was under normal pressure and 
contained 2 cells, 108 mg.% protein, a 2+ 
Pandy reaction, negative serology and gold 
curve : 1222211000. Neurological examination 
revealed only mild Parkinsonism. The EEG 
showed runs of diffuse, symmetrical low volt- 
age slow activity in the 5 to 7 per second 
range. Psychological tests directed particularly 
at uncovering possible organic signs of brain 
damage were negative. The patient is still 
hospitalized and continues on medication hav- 
ing improved to the point where he is allowed 
open ward privileges. 

Case 4. 47-year old negro patient, schizo- 
phrenic reaction of paranoid type. Past history 
revealed nothing that would point toward pos- 
sible organic disease of the nervous system. 


tal limit of normal in this laboratory: 45 


He was placed on chlorpromazine reaching 
a level of 1,200 mg. daily over a 6-day period. 
Spinal fluid removed after two weeks on 
chlorpromazine was under normal pressure and 
contained 1 cell, 88.5 mg.% protein, 1+ Pandy 
reaction, negative serology and gold curve : 
1222210000. Neurological examination was 
negative, except for mild Parkinsonism. An 
EEG was within normal limits. Subsequently 
this patient improved and has been discharged. 


SUMMARY 


Four schizophrenic patients receiving 
chlorpromazine in doses adequate to pro- 
duce a Parkinsonian syndrome but with no 
history or physical findings of other neu- 
rological disease showed elevation of cere- 
brospinal fluid protein ranging from 51 to 
108 mg.%. 

Further studies are, of course, indicated 
and are under way. Besides confirming 
these findings in a larger series and in- 
vestigating related drugs in the pheno- 
thiazine group, it is planned to evaluate 
the effect of dosage and duration of ad- 
ministration. Thus far the opportunity has 
been granted to examine spinal fluids be- 
fore and after chlorpromazine on 3 non- 
psychiatric patients; all were on lower 
doses than those ordinarily employed in 
the treatment of psychosis. 

After 30 days of chlorpromazine (aver- 
age daily dose 400 mg.) during which time 
none of the patients showed Parkinsonian 
manifestations, the spinal fluid levels rose 
in one case from 21 to 47 mg.%, in another 
from 27 to 55 mg.% and in the third from 
45 to 57 mg.%. 

It is not now possible to say whether an 
increase in the cerebrospinal fluid protein 
content is related to an alteration in barrier 
permeability, or whether it indicates some 
degree of breakdown of tissue. The findings 
are here presented in a preliminary form 
solely to alert physicians working with this 
drug to a hitherto undescribed effect. It 
is hoped that dissemination of this informa- 
tion may prove helpful in evaluating spinal 
fluid data where certain complications or 
questions of differential diagnosis may arise 
in individuals undergoing long-term thera- 


py with this drug. 
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SPECIAL NOTICE 


A LIST OF SOME OF THE NEWER DRUGS USED IN 
PSYCHIATRIC PRACTICE 


COMPILED BY S. BERNARD WORTIS 


Chemical Name (Registered Name) (R) Manufacturer Dose 
I. TRANQUILIZERS and ATARACTICS (Major Tranquilizers For Psychomotor Agitation) 


1. Phenothiazine Derivatives 
Chlorpromazine (Thorazine) 
Promazine (Sparine) 
Mepazine ( Pacatal) 
Prochlorperazine (Compazine) 
Perphenazine (Trilafon) 
Triphentizine ( Vesprin) 
Promethazine (Phenergan ) 
Thiopropazate ( Dartal) 
Acetylpromazine Maleate 
Trifluoromethyl Phenothiazine 
Piperidinochlorphenothiazine (N.P. 


(Smith, Kline & French) 
(Wyeth) 
(Warner-Chilcott) 
(Smith, Kline & French) 
(Schering) 

(Squibb) 

(Wyeth) 

(Searle) 


(Smith, Kline & French 5354) 


207 ) 
W. 1224 (N. Metiyl-Piparidyl-3 Methylphenothiazine) 
Win. 13-645.5 (8-3-10 (2 chlorophenothiazinyl 1) Propyl-3 hydroxynortropane 


ethenesulforate 


Acepromazine (3 Acetyl-10-(3 Dimethylaminopropyl) Phenothiazine maleate 


Triflupromazine 
Trifluoperazine 
2. Rauwolfia Alkaloids 
Reserpine (Serpasil ) 
Deserpidine 
Canescine, Recanescine 
Rescinnamine ( Moderil) 


(Ciba & other companies) 0.5-1.0 


(Harmonyl) also designated Raunormine, 


(Abbott ) 23 
(Pfizer) 0.25-0.5 


3. Diphenyl Methane Derivatives (Minor Tranquilizers for anxiety tension states) 


Azacyclonol (Frenquel ) 
(Frenquel is an analogue of Meratran) 
Alpha (2 Piperidyl) benzhydrol hydro- 
chloride (Meratran) 
Benactyzine (Suavital ) 
Hydroxyzine 


Phenyltoloxamine (PRN) 


(Merrell) 


(Merrell) 
(Merck) 


(Atarax) P-chlorobenzhydryl Piperazine derivative 


Roerig ) 
(Bristol) 


4. Propanediol Dicarbamate (Substituted Propanediols) 


Meprobamates (Miltown) (Equanil) 


(Wallace, Wyeth) 


(These are considered, by some, to be hypnotics. ) 


Phenaglycodol (Ultran) 


. STIMULANTS (Anti-depressives) 
Iproniazid 
isopropyl hydrazine 
Methyl-Phenidylacetate 
hydrochloride (Ritalin) 
Deaner Para, acetylaminobenzoate (Deanol) 
said to be a precursor of acetylcholine 
Orphenadrine (Disipal ) 


. HYPNOTICS AND SEDATIVES 
Methylparafynol (Dormison) 
Glutethimide (Doriden) 
Ethchlorvynol (Placidyl ) 
Methyprylon (Noludar ) 

2 Ethyl—Crotonyl- 
urea 
Oxanamide 
glycidamide 
Heptabarbital 
Ethinamate 
Captodramin 
5 Androstene—3, 16 


io 
Methylpentynol 


(Nostyn) 


(Medomin) 
(Valmid) 
(Suvren) 


(Cetadiol ) 
(Oblivon) 


( 
(Quiactin) 2 Ethyl-e Propyl- 


(Lilly) 


(Marsilid) 1-isonicotinyl-2- 


(Hoffman La Roche) 
(Ciba) 


(Riker) 


(Riker) 25-50 


(Schering) 

(Ciba) 

(Abbott) 

(Hoffman La Roche) 


250-500 
125-250 
250-500 

50-200 


Ames) 


( Merrell) 
(Geigy) 
(Lilly) 
(Ayerst) 


200-1000 mg. daily Ber 
100-200 mg. T.I.D. ¥ 
25-50 mg. T.LD. 
10 mg. T.I.D. 
2-4 mg. T.LD. 
100-150 mg. daily =a 
100-150 mg. daily 
5-10 «mg. T.I.D. 
mg. B.1.D. 
| mg. daily 
mg. B.I.D. 
200-400 mg. daily 
1-2.5 mg. B.LD. 
mg. daily 
10 mg —T.I.D. 
200-400 mg. T.I.D. 
300 mg. T.LD. 
II 
5-10 mg. T.I.D. 
| q 
Ill 
mg. B.I.D. 
mg. T.I.D. 
mg. B.I.D. 
| mg. B.I.D. 
150-300 mg. T.I.D. 
800-1000 mg. daily 
| 200-400 mg. daily 
| 500 mg. P.R.N. 
50-100 mg. T.I.D. 
i 
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REPORT OF THE COORDINATING COMMITTEE ON THE 
TECHNICAL ASPECTS OF PSYCHIATRY 


Committee On Acinc—Chairman, Ewald 
W. Busse : The conclusion was reached that 
at this particular time the committee should 
not encourage the formation of a section on 
aging within the APA; that interest can 
be stimulated by a wide distribution of 
papers throughout the annual program of 
the APA ; and that panels and round table 
discussions can contribute a great deal for 
those who have an established interest in 
the field. The survey of psychiatric interest 
in aging by the questionnaire method has 
resulted in a great deal of information. This 
includes the fact that 40% of psychiatrists 
spend no time in practice with patients 
over the age of 65. Approximately 60% 
spend some part of their practice time with 
aging patients or have a research interest 
in the field. However, only 1% of psychia- 
trists devote their entire time to the care 
of the elderly patient, and no psychiatrist 
was found who devotes his entire research 
interest to the problems of aging. In co- 
operation with Dr. Blain, the committee 
has recommended that a conference be 
held devoted to the subject of “The States’ 
Responsibilities for the Psychiatric Care of 
the Aged.” Funds from a granting agency 
would be sought to underwrite this con- 
ference and it is hoped that the APA and 
the Council of State Governments would 
be co-sponsors. 


Com™itrre On Cup PsycHiatry— 
Chairman, J. Franklin Robinson : This com- 
mittee and the Committee on Standards for 
Hospitals and Clinics submitted a joint 
statement to the Council as follows: “It 
is recommended to the Council that the 
APA recognize Child Psychiatry as a 
sub-specialty of psychiatry and that to 
qualify as a child psychiatrist requires 
special training.” Council approved of this 
statement. Council also approved in princi- 
ple the statement dealing with “standards 
for training in the sub-specialty of Child 
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Psychiatry.” The document was referred for 
joint consideration by this committee and 
the Committee on Medical Education. 


Committee On History Or Psycuiatry 
—Chairman, J. Sanbourne Bockoven : Since 
May 1957, this committee has carried out 
the following projects: 1. The drafting of 
an application for a grant from NIMH to 
study the Social History of American Psy- 
chiatry. (The application was not ap- 
proved). 2. The acquisition of space in 
Mental Hospitals for articles on History of 
Psychiatry. (Two articles have been sub- 
mitted thus far by the committee.) 3. Ap- 
plication was made to the Aquinas Fund to 
defray expenses of the History Commit- 
tee’s exhibit at Zurich. (The application 
was not approved.) 4. Review of historical 
publications at the Eastern State Hospital, 
Williamsburg, Va., was made by a member 
of the committee in preparation for an 
exhibit at symposium to be held at that 
hospital in October, 1957. This was not 
completed as the symposium was called off. 
5. The committee also prepared and pre- 
sented an exhibit on Schizophrenia at the 
International Psychiatric Congress in Zur- 
ich in September, 1957. 


CommitTreE On MepicaL Epucation— 
Chairman, George C.. Ham : The following 
activities were carried out : 1. Investigated 
the status of the Directory of Psychiatric 
Training in the United States and Canada ; 
2. Submitted two recommendations to 
Council, November, 1957: a. regarding 
subcommittee on telations with the Ameri- 
can Psychoanalytic, and b. teaching insti- 
tutes ; 3. Distributed material to the mem- 
bers of the Committee in preparation for 
a joint meeting with the Committee on 
Child Psychiatry regarding “Standards for 
Training in the Subcommittee on Child 
Psychiatry” ; 4. Distributed to all members 
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of the Committee on Medical Education 
the report to the Council of the Committee 
on Child Psychiatry in respect to the educa- 
tion in child psychiatry and the general 
psychiatric training programs ; 5. Arranged 
with Dr. Walter E. Barton to meet with the 
committee next fall regarding uniform date 
for residency appointments ; 6. Wrote to 
Dr. D. Blain the committee’s feeling in re- 
gard to the teaching of non-psychiatric 
physicians ; 7. The chairmen of the Com- 
mittee on Research and the Committee on 
Medical Education jointly developed a 
round-table at the May meeting on re- 
search for medical students and psychiatric 
residents. 


CommitTeE On MENTAL 
As I was in the process of preparing this 
report, I received the distressing news of 
the sudden death of Dr. Gale Walker, 
Chairman of this committee, which oc- 
curred on April 22nd. 

This committee met in November, 1957 
and at that time emphasized the need for 
a closer relationship between APA and 
the American Association on Mental Defi- 
ciency. A recommendation was made and 
approved by Council that this organization 
requests the American Association on Men- 
tal Deficiency to appoint a committee to 
maintain liaison with our Committee on 
Mental Deficiency. 

At the November meeting, the commit- 
tee also recommended that the APA 
Council approve and advocate the concept 
that institutions caring for the feeble- 
minded which have psychiatric programs 
be recognized as such in name by the use 
of the term “Hospital.” Council requested 
that the committee re-write this recom- 
mendation. The committee had a special 
meeting in Asbury Park in March, 1958 and 
re-wrote this suggestion, which was later 
presented to the Council. 


ComMITTEE ON Pusiic Heatta—Chair- 
man, John J. Blasko: A statement of the 
aims and purposes of this committee was 
submitted in the committee’s October, 1957, 
report. Committee members have been as- 
sisting in the APA surveys to determine 
ways and means of making these surveys 
more effective. The Committee on Public 


Health and the Joint Commission on Men- 
tal Illness and Health co-sponsored a din- 
ner round-table on “Emergency Psychiatric 
Services” held on Tuesday evening, May 13, 
1958, at the annual APA meeting in San 
Francisco. The proceedings of this meeting 
will be recorded by the Joint Commission 
on Mental Illness and Health as part of 
their task in carrying out the mandate from 
Congress to survey psychiatric care in the 
community. The committee has initiated a 
study of the curricula of schools of public 
health to determine the content and ade- 
quacy of courses dealing with problems 
of mental illness. 


CoMMITTEE ON REHABILITATION—Chair- 
man, Benjamin Simon : The committee re- 
ports the following activities: 1. A round 
table entitled “The Place of the Ancillary 
Disciplines in the Therapeutic Use of Self” 
was held during the APA meeting. 2. 
Council has approved the appointment of 
Dr. Donald Carmichael as representative 
of the APA on the Interdisciplinary Study 
Group which is composed of representa- 
tives of seven national organizations whose 
members contribute to the care of psy- 
chiatric patients. 3. At the request of the 
American Registry of Physical Therapists, 
Dr. Simon has been appointed to represent 
the APA on this Registry. 4. Chairman, Dr. 
Simon, represented the APA, Committee on 
Rehabilitation at the Princeton Conference 
of the New Jersey Neuropsychiatric Insti- 
tute on “Rehabilitation,” the proceedings of 
which will be published. 5. Dr. Simon, as 
a member of the Executive Committee of 
the Advisory Committee on Physical Thera- 
py Education to the Council on Medical 
Education and Hospitals of the American 
Medical Association met with the Executive 
Committee in New York, in June 1957, and 
with the whole Committee on February 11, 
1958, working on the approval of several 
schools of Physical Therapy. 6. The first 
meeting of the Advisory Committee on 
Occupational Therapy Education to the 
Council on Medical Education and Hospi- 
tals of the American Medical Association 
took place on February 11, 1958, with Dr. 
Simon representing the APA. Dr. Simon 
was unanimously elected Chairman of the 
Advisory Committee. 7. At the Symposium 
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on “Rehabilitation” of the American As- 
sociation for the Advancement of Science 
in Indianapolis on December 28 and 29, 
1957 (under the joint sponsorship of the 
AAAS and the Committee on Research of 
the APA, represented by Mr. Milton 
Greenblatt ) Dr. Simon opened the meeting 
and moderated the first session. Under the 
joint editorship of Dr. Greenblatt and Dr. 
Simon, the proceedings are now being 
edited for publication in a separate volume. 
Participating in the Conference, as well, 
were Dr. Donald Carmichael and Dr. Har- 
old Martin, of the Committee on Reha- 
bilitation. 8. Revision of the Report, “Archi- 
tectual Planning for Activities Areas” is 
now in process and was discussed further 
at the San Francisco meeting of the com- 
mittee. 9. Council approved a request for 
a letter to the President’s Committee on 
Employment of the Physically Handi- 
capped designed to include the mentally 
ill. Letter has been sent to President Eisen- 
hower by the APA. 10. 1959 Round Table, 
tentatively titled as : “Goals of Rehabilita- 
tion ; Fact and Fancy ; Concept of Cure,” 
which will be developed under the direc- 
tion of Dr. Nagler. 


CommiTTEE ON Researca—Chairman, 
Robert A. Cleghorn: Their activities are 
as follows : 

1. Regional Research Meetings. Success- 
ful meetings were held at Montreal, Que- 
bec and Columbus, Ohio. Proposals for 
meetings in Salt Lake City, Denver and 
Louisville were deferred to a later date. 
Meetings for 1958-59 are projected for 
Little Rock, Ark. ; Chicago, Ill. and Seattle, 
Wash., and possibly for one or two other 
places. 

Regional Research Reports of the Syra- 
cuse meeting ere available, and those of 
the Philadelphia meeting are in the final 
stage of being processed. 

2. Joint Conference between the APA 
and the A. A. A. S. A highly successful 
meeting was held at Indianapolis in De- 
cember, 1957, entitled : “Rehabilitation of 
the Mentally Ill : Social and Economic As- 
pects,” this being organized by Dr. Green- 
blatt. In view of the enormous amount of 
work involved, the question whether these 


meetings should be continued or reduced to 
alternate years has been raised. 

3. Adolf Meyer Lectureship. Dr. W. 
Mayer-Gross of Birmingham was nomi- 
nated for this lectureship for 1958, and has 
accepted. 

Difficulty has been encountered in get- 
ting the 1957 lecture by Dr. Akerfeldt, and 
the associated discussion, published. 

4. Methods for Increasing Research Ac- 
tivities in Students and Interns. This con- 
stituted a matter of concern to the com- 
mittee and, in order to further the matter, 
a round table discussion was planned for 
the San Francisco meetings in conjunction 
with the Committee on Medical Education. 
The title of the topic is: “The Place of 
Research in Student and Resident Train- 
ing.” 

5. Conference on “Recruitment and 
Training of Psychiatric Research Personnel 
and Research Administration.” Consider- 
able correspondence has taken place be- 
tween the Committee on Research, Dr. 
Curran, Dr. Blain and Dr. James G. Miller, 
Chairman of the Committee on Psycho- 
pathology of G. A. P., regarding a proposed 
conference to be held on the above topic. 
The Executive Committee has authorized 
collaboration in obtaining a grant to pre- 
pare for and engage in a working confer- 
ence. 


CoMMITTEE ON TuHERAPY—Chairman, 
Paul H. Hoch: This committee discussed 
the possibilities of preparing a brief and 
simple set of recommendations for distri- 
bution on “methods of evaluating psychi- 
atric therapies.” These recommendations 
would indicate the minimal criteria which 
must be met, common errors to be avoided, 
and also problems of evaluation which can- 
not be resolved. The committee also dis- 
cussed its possible plans how to acquaint 
general practitioners with newer aspects 
of psychiatric therapy. This question will 
be discussed further in future meetings. 


Ap Hoc CoMMITTEE ON EDUCATION IN 
Pusuic Hosprrats LIAISON WITH THE 
AMERICAN PSYCHOANALYTIC ASSOCIATION— 
Chairman, Bernard Bandler: This is an 
ad hoc committee and submits its report 
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directly to Council. There is some over- 
lapping of its activities with the Committee 
on Medical Education and I have taken the 
liberty therefore of including it in this re- 
port to the membership. This committee 
during the last year has brought its pro- 
gram and the means for implementing it 
into clearer focus. The program is to gather 
information on the actual experiences of 
public hospitals in respect to the recruit- 
ment and utilization of psychiatrists from 
universities and private practice for staff 
training. Information sought includes such 
questions as : Does the need for staff edu- 
cation exist in state hospitals ? Would not 
the university staff learn something ? How 
does one start a program ? How does one 
finance a program ? What hurdles were en- 
countered, i.e. who were they, in the uni- 
versity, in the hospital, money problems 
and so forth ? What types of programs have 
been started? What specific problems have 
arisen in forms of resistance, personnel 
difficulties and so forth? What has been 
the effect on medical staff and other hos- 
pital personnel ? What has been the effect 
on the calibre of patient care ? 

The committee plans to implement this 
program through organizing a series of 
round tables or panels and workshops at 
the meetings of the APA, Mental Health 


Institute, and the Canadian Mental Health 
Institute. Participants in the panels will 
be selected on a regional basis depending 
on the site of the meeting. The panel at 
the 1958 meeting on “How Can the State 
Hospital Recruit and Utilize Psychiatrists 
in Private Practice and Universities for 
Staff Education” is an example. Since the 
meetings will cover Canada, the far west, 
the mid west and the east, it is anticipated 
that a representative body of experience 
will be presented and documented. 

The committee plans to organize and 
tabulate this data and possibly to prepare 
a brochure in order to make it available. 
On the basis of this data, the committee 
would, furthermore, be in a position to 
make recommendations as to the possible 
value of a workshop or conference at some 
future time. 

In conclusion, I wish to pay public 
tribute to the zeal and efficiency of all of 
the members of all of these committees 
which I coordinate. The committee men 
work not only closely with other members 
of our Association, but also with other 
national and state organizations, and their 
work reflects credit on American psychiatry 
and on American medicine. 

FRANK J. Curran, M. D. 
Chairman 


HOSPITALS APPROVED AND CONDITIONALLY APPROVED 
BY CENTRAL INSPECTION BOARD 


Dr. Charles K. Bush, Chief Inspector of 
the Central Inspection Board, submits the 
following lists of hospitals inspected and 
fully approved to date, and those con- 
ditionally approved. 


HOSPITALS APPROVED BY THE CENTRAL IN- 
SPECTION BOARD 

Public Hospitals: Fairfield State Hos- 
pital, Newtown, Conn., Connecticut State 
Hospital, Middletown, Conn., Norwich 
State Hospital, Norwich, Conn., Galesburg 
State Hospital, Galesburg, IIl., Spring 
Grove State Hospital, Catonsville, Md., 
Boston State Hospital, Boston, Mass., 
Metropolitan State Hospital, Waltham, 
Mass., Worcester State Hospital, Wor- 
cester, Mass., Northville State Hospital, 


Northville, Mich., New Hampshire State 
Hospital, Concord, N. H., Danville State 
Hospital, Danville, Pa., Mayview State 
Hospital, Mayview, Pa., Norristown State 
Hospital, Norristown, Pa., U. S. Public 
Health Service Hospital, Lexington, Ky., 
V. A. Hospital, Sepulveda, Calif., V. A. 
Hospital, Brockton, Mass., V. A. Hospital, 
Montrose, N. Y., V. A. Hospital, Salisbury, 
N. C., V. A. Hospital, Pittsburgh, Pa., V. A. 
Hospital, Fort Meade, S. D., V. A. Hospital, 
Salt Lake City, Utah. 


Private Hospitals: Institute of Living, 
Hartford, Conn., North Shore Hospital for 
Psychiatric Treatment & Research (former- 
ly North Shore Hospital, Winnetka, II1.,) 
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C. F. Menninger Hospital, Topeka, Kan., 
Cedarcroft Sanitarium, Silver Spring, Md., 
Sheppard & Enoch Pratt, Towson, Md., 
McLean Hospital, Waverly, Mass., Ring 
Sanatorium, Arlington Hts., Mass. 


HOSPITALS APPROVED CONDITIONALLY BY THE 
CENTRAL INSPECTION BOARD 


Public Hospitals : Arizona State Hospital, 
Phoenix, Ariz., Agnews State Hospital, 
Agnew, Calif., Camarillo State Hospital, 
Camarillo, Calif., Metropolitan State Hos- 
pital, Norwalk, Calif., Napa State Hospital, 
Imola, Calif., Patton State Hospital, Patton, 
Calif., Stockton State Hospital, Stockton, 
Calif., Chicago State Hospital, Chicago, 
Ill., Kankakee State Hospital, Kankakee, 
Ill., Manteno State Hospital, Manteno, 
Ill., Woodmere State Hospital, Evansville, 
Ind., Topeka State Hospital, Topeka, Kan., 
Augusta State Hospital, Augusta, Me., 
Springfield State Hospital, Sykesville, Md., 
Danvers State Hospital, Hathorne, Mass., 
Foxborough State Hospital, Foxborough, 
Mass., Gardner State Hospital, East Gard- 
ner, Mass., Grafton State Hospital, North 


Grafton, Mass., Medfield State Hospital, 
Medfield, Mass., Northampton State Hos- 
pital, Northampton, Mass., Taunton State 
Hospital, Taunton, Mass., Westborough 
State Hospital, Westborough, Mass., Pon- 
tiac State Hospital, Pontiac, Mich., Tra- 
verse City State Hospital, Traverse City, 


Mich., Ypsilanti State Hospital, Ypsilanti, 
Mich., St. Louis State Hospital, St. Louis, 
Mo., Hastings State Hospital, Ingleside, 
Neb., New Jersey State Hospital, Greystone 
Park, N. J., New Jersey State Hospital, 
Marlboro, N. J., New Jersey State Hospital, 
Trenton, N. J., Oregon State Hospital, 
Salem, Ore., Harrisburg State Hospital, 
Harrisburg, Pa., Philadelphia State Hos- 
pital, Philadelphia, Pa., Warren State Hos- 
pital, Warren, Pa., Woodville State Hos- 
pital, Woodville, Pa., Rhode Island State 
Hospital, Howard, R. I., Austin State Hos- 
pital, Austin, Tex., Terrell State Hospital, 
Terrell, Tex., Eastern State Hospital, Wil- 
liamsburg, Va., Western State Hospital, 
Fort Steilacoom, Wash., U. S. Public 
Health Service Hospital, Fort Worth, Tex., 
Provincial Mental Hospital, Essondale, B. 
C., Canada, Territorial Hospital, Kaneoke, 
Hawaii. 

Private Hospitals: Emory John Brady 
Hospital, Colorado Springs, Colo., Fairview 
Sanitarium, Chicago, Ill., Our Lady of 
Peace Hospital, Louisville, Ky., Chestnut 
Lodge, Rockville, Md., Seton Institute, 
Baltimore, Md., Bournewood, Brookline, 
Mass., Harworth Hospital, Detroit, Mich., 
Ingleside Hospital, Cleveland, Ohio, Morn- 
ingside Hospital, Portland, Ore., Oak Ridge 
Sanitarium, Austin, Tex., St. Mary's Hill, 
Milwaukee, Wis., Owen Clinic, Inc., Hunt- 
ington, W. Va., Institute Albert Prevost, 
Montreal, Que., Canada. 


‘HISTORY ALIVE 


History no longer shall be a dull book. It shall walk incarnate in every just and wise 
man. You shall not tell me by languages and titles a catalogue of the volumes you have 
read. You shall make me feel what periods you have lived. 


—EMERSON 


° 


COMMENT 


MENTAL HOSPITAL BEDS—PRESENT AND FUTURE NEEDS, 
NEW YORK STATE SERVICE 


A number of statements questioning the 
need for additional mental hospital beds have 
been given wide publicity in recent months. 
Most of them are characterized by a confu- 
sion of issues and are largely based on either 
fallacious assumptions or faulty reasoning . 

There are two major issues involved which 
must be clearly separated if we are to give 
either of them sound consideration. The 
first issue is whether additional facilities are 
or will be needed. The second is a deter- 
mination of the kind of facility which will 
best meet the need, if such a need exists. 

At the present time the New York State 
mental hospitals are over-crowded by some 
18,500 patients. The new construction under 
way or planned falls considerably short of 
this existing need. Funds have been appro- 
priated for only about 10,000 additional beds. 
In addition, site development and preliminary 
planning are under way for a new hospital 
in the Bronx. 

The decrease in hospital population has 
averaged considerably less than one percent 
a year. By the time available beds outnum- 
ber the patient population (if present trends 
continue) many of the existing facilities will 
have to be abandoned as unfit for use. More 
than a third are 50 to 115 years old. About 
3,700 beds have already been earmarked for 
demolition. At Manhattan State Hospital 
new construction is gradually replacing all 
of the obsolete, antiquated buildings now oc- 
cupied, which were constructed in the 19th 
century. Similar replacements will have to be 
made before very long throughout the state. 

In addition to an utter disregard for these 
replacement needs, 'there is a completely un- 
warranted assumption underlying much of 
the argument against construction. This is 
the naive belief that the mental hospitals can 
be emptied in short order if we can just ob- 
tain sufficient quantities of the new drugs. 

The tranquilizing drugs are a potent tool 
in the treatment of mental illness but there 
must be a balance in any appraisal of their 
effectiveness. As far as we know, the New 


York State hospital system was the first in 
the world to use large scale drug therapy. 
Having acquired in the last few years a 
wealth of experience and a substantial body 
of knowledge, we are in a position to know 
what we are doing and what to expect of 
the drugs. 

Financial considerations are not in any 
way limiting the drug treatment program in 
our hospitals. The fact is, however, that 
only 50 to 60 percent of newly admitted pa- 
tients are suitable for drug therapy and not 
all of these improve sufficiently to leave the 
hospital. Among chronic patients not more 
than 10 percent can be expected to improve 
enough to be released. Certain groups, such 
as the arteriosclerotic and senile, are virtu- 
ally unaffected by this therapy. 

There is no question that the drugs do 
improve many more patients than previous 
treatments, but those at our disposal today 
will not make it possible for us to close the 
mental hospitals. Perhaps some future drug 
may reach this degree of effectiveness but it 
is not within our present grasp. 

The bulk of mental hospital populations 
consists of the arteriosclerotic and senile, 
and schizophrenics who have not responded 
to treatment. While the efficacy of the newer 
treatments is universally recognized, we do 
not yet know to what degree they will pre- 
vent chronicity. We have yet to determine 
how many of the patients who originally re- 
spond to the drugs will remain well. Should 
treatment procedures be developed which 
will prevent the relapse of schizophrenic pa- 
tients, and other methods be introduced 
which will permit the release of large num- 
bers of arteriosclerotic and senile patients, 
the whole present hospital building policy 
for the mentally ill will have to be revised. 

Regarding the size of our state hospitals, 
I am in full agreement with the opinion that, 
psychiatrically, small hospitals are much to 
be desired. (The optimum size has yet to be 
determined by controlled experiment.) Pub- 
lic service, however, must deal with the fiscal 
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realities of government. Responsible public 
administrators must strike a balance between 
maximum service and minimum cost. It has 
never been convincingly demonstrated to 
state budget officials that small institutions 
are no more expensive to build and operate 
than large ones. In New York, budgetary 
requirements for state care of the mentally 
ill are already staggering, amounting to one- 
third of the state’s total operating budget. 
The Department of Mental Hygiene, along 
with every other government agency, is de- 
pendent upon and limited by state revenues. 
Any demands for improvement which will 
drastically increase its operating cost should 
be accompanied by a responsible proposal for 
obtaining the necessary additional revenues. 

The difficulty of staffing a number of small 
scattered institutions is another serious prob- 
lem which has not been given adequate con- 
sideration. 

Owing to building policies of the past, 
New York State now has a number of large 
hospitals. We believe that the introduction 
of the open hospital and its philosophies of 
care, as well as its increasing emphasis on 
milieu therapy, will tend to obviate many of 
the objections to these existing large hospi- 
tals. New York is moving rapidly toward 
the open hospital system. 

The location of existing hospitals cannot 
be changed and in the light of today’s view- 
point, criticism of their physical isolation is 
academic. Actually, half of New York’s 
present institutions are located in populous 
urban centers. The sites for our new hospi- 
tals have been carefully selected on the basis 
of their urban location—close to the center 
of population, near sources of both profes- 
sional and nonprofessional personnel, and 
adjacent to medical schools. New institutions 
will be in every possible way a part of the 
community. This policy is firmly established. 

There seems to be a widespread assump- 
tion that all mental patients could be treated 
outside of hospitals if only sufficient com- 
munity facilities were available. (Basic to 
this belief is an implicit faith in the uni- 
versal efficacy of the tranquilizing drugs.) 
Day or night hospitals are frequently cited 
as “bed-saving” services. Our experimental 
program includes two day hospitals, where 
patients receive full hospital treatment dur- 
ing the day and return to their homes at 


night. As yet we have no conclusive evi- 
dence that such day or night centers can sub- 
stantially replace regular bed facilities. 

The question is, how many patients in the 
initial stages of their illness could be treated 
outside of a hospital ? 

For one thing, many patients cannot be 
treated in the environment in which they be- 
came ill, Whether or not the environment 
is the cause of the mental upset, it plays an 
important part in the patient’s ideation and 
emotional life. For such patients the hos- 
pital provides the proper environment. 

Another vital factor in the ambulatory 
treatment of acute mentally sick patients is 
the supervision and control of drug therapy. 
Many of these patients need the prescribed 
drug in such amounts that complications can 
occur. These patients must be constantly 
watched by trained personnel. Such person- 
nel cannot be replaced by relatives or other 
untrained persons. A very competent and 
cooperative environment is necessary for 
these patients to be treated effectively in the 
community. This is hardly possible outside 
of a hospital. 

The tranquilizing drugs are used very ex- 
tensively outside of mental institutions, but 
their use has not prevented the rise in the 
hospital admission rate. It is true that some 
patients can be treated without hospitaliza- 
tion, particularly those with some of the 
milder disorders. Many more can be treated 
in a clinic after an initial period of hospital 
care. But the suggestion that all psychotic 
patients—or even substantial numbers of 
them—can be treated in a clinic without hos- 
pitalization has no basis in fact. We shall 
need far more effective therapies than we 
have today to treat all these patients in an 
ambulatory setting. 

The question with which government is 
vitally concerned is the determination of 
future needs in hospital care and proper pro- 
vision for meeting these needs. The over- 
crowding in our mental hospitals is a dis- 
tressing reality that no amount of optimism 
can alleviate. While we are releasing more 
patients we are still faced with rising admis- 
sions and other forces which tend to increase 
hospital populations. The actual decrease in 
our population during the last three fiscal 
years amounts to about two percent. 

Most of the buildings being added to ex- 


J. 
Shy 
; 


1958 ] 


COMMENT 


177 


isting New York State institutions provide 
special facilities not previously provided. 
The majority of new beds, for example, are 
in medical-surgical-reception buildings, ur- 
gently needed in every hospital. This need 
will continue to increase as new admissions 
include more and more of the type of pa- 
tient requiring intensive medical care. The 
reception units in these buildings also pro- 
vide facilities for our recently developed pro- 
gram of intensive treatment for all newly 
admitted patients. The children’s units will 
provide another kind of service for which 
special buildings are required. Whether we 
needed additional beds or not, it would still 
be necessary to provide facilities for modern 
medical and psychiatric treatment. 

The New York State Department of Men- 
tal Hygiene has been vitally involved in the 
new developments in the mental health field 


and is fully aware of their encouraging im- 
plications for the future. We are confident 
that more and more effective treatments will 
be developed as time goes on. 

But on the basis of broad experience with 
treatments now at hand we do not expect re- 
leases from our mental hospitals to increase 
spectacularly. Our bed-building program, 
however, is a flexible one, at the present time 
consisting largely of plans which have not 
yet been implemented. Some of these have 
already been modified. Commitments are 
limited to the small percentage of beds now 
under contract. Should new developments 
in treatment lead to drastic reductions in our 
hospital population, we are in a position to 
curtail or withdraw any proposals for new 
construction. 


&. 


JUNG ANNOTATES MODERN ART 


In a contribution to the Jubilee issue of 
the Atlantic (Nov. 1957) Carl Jung talks 
about God, the Devil, and the Human Soul, 
and presumably with more specific reference 
to the last of these three entities, about mod- 
ern art. Of modern art it may be assumed 
that the ultramodern is the kind in question. 
And as a guide to the meaning, if any, of 
productions so categorized it will be inter- 
esting and perhaps useful to know some- 
thing about the nature and quality of the 
producers. As a pathway to the core of per- 
sonality, and to self-knowledge as well, Jung 
cites the “unconscious Zeitgeist,” and he 
gives modern art as a characteristic expres- 
sion of this Zeitgeist. 

Modern art, he explains, while seeming 
to deal with aesthetic problems is really 
breaking down and destroying previous 
aesthetic views, replacing pleasingness of the 
artistic products by “chill abstractions of 
the most subjective nature which brusquely 
slam the door on the naive and romantic 


delight in the senses.”” What modern artists 
give us, he says, is the “dark chaos of sub- 
jectivisms.” 

In other words, if we understand Jung 
clearly, when you look at one of these ultra- 
modern horrors hanging on the gallery wall 
and wonder why it is there or see it repro- 
duced in full colour in an art magazine, what 
you really see is not a fortuitous aggrega- 
tion of pigment smears on canvas that could 
have been usefully used, or the malicious 
“flinging a pot of paint in the public’s face,” 
but you are viewing aghast an actual replica 
of the unenviable unconscious of the man 
who made the picture of the dark chaos of 
his subjectivism. 

Therefore an exhaustive study of the per- 
sonality, along with a battery of tests, of 
a dozen or so representatives of the avant- 
garde might afford some significant diagnos- 
tic information. In the words of critic Henry 
McBride, “This is something to be looked 
into, perhaps.” 
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NEWS AND NOTES 


Connecticut Association For MENTAL 
Govpen ANNiversary.—A brochure 
with gilded covers commemorates the 50 
years story of the Mental Hygiene move- 
ment, beginning with the publication in 
1908 of Clifford Beers’ A Mind That Found 
Itself and the founding in that year in 
New Haven of the Connecticut Association 
For Mental Health. 

The brochure contains a detailed history 
of the mental health movement in the past 
fifty years, with pictures of Clifford Beers ; 
the Golden Anniversary Mental Health 
Awardee, G. Brock Chisholm, M. D.; and 
of the Director of the World Federation for 
Mental Health, Dr. John R. Rees of Lon- 
don, who later delivered the Academic 
Lecture at the 114th annual meeting of The 
American Psychiatric Association in San 
Francisco. There are also several group 
photos of current staff members of the Con- 
necticut Association. 

Celebrations of the Golden Anniversary 
included a dinner at the Hotel Taft, New 
Haven, Conn., attended by the Hon. Luther 
Alverson, President of the National Associa- 
tion for Mental Health, Hon. Benjamin 
Cohen, Under-Secretary of the United 
Nations, Hon. Abraham A. Ribicoff, Gover- 
nor of Connecticut, and Drs. Chisholm and 
Rees. 


Isaac Ray Lecruresuie Awarp.—Dr. Alis- 
tair William MacLeod, assistant professor 
of psychiatry at McGill University, Mont- 
real, is the 7th winner of the $1000 Isaac 
Ray Lectureship Award of The American 
Psychiatric Association. The award is given 
annually to a psychiatrist or a lawyer or 
judge for an outstanding contribution to 
furthering understanding between the two 
professions. 

As recipient, Dr. MacLeod will deliver a 
series of lectures on psychiatry and the law 
at the University of Manitoba, Winnipeg, 
Canada. 

Dr. MacLeod is a native of British 
Columbia. Following graduate training in 
public health and tropical medicine at 
Glasgow and Edinburgh Universities, he 
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studied psychological medicine at the Uni- 
versity of London, law at the Inner Temple 
in London, and completed training at the 
Institute of Psychoanalysis. 

Dr. MacLeod has been active in penal 
reform in Canada for many years. He is 
also on the staffs of the Royal Victoria Hos- 
pital and the Mental Hygiene Clinic in 
Montreal. He is a member of the Royal 
College of Physicians (London), The 
American Psychiatric Association, the 


American Psychoanalytic Association, and 
a past-president of the Canadian Psycho- 
analytic Society. 


Dr. Lowry Heaps Bureau or MeEpicaL 
Services, U.S. P.H.S.—Surgeon General 
Leroy E. Burney of the U. S. Public Health 
Service has announced the appointment of 


‘Dr. James V. Lowry as Chief of the Bureau 


of Medical Services with the rank of As- 
sistant Surgeon General. He succeeds Dr. 
John W. Cronin who died suddenly on 
March 26. 

Dr. Lowry entered the Public Health 
Service in 1937. For several years he served 
with the National Institute of Mental 
Health, where he was responsible for the 
development of community mental health 
services. He has also served as Medical 
Officer in Charge of the Public Health 
Service Hospital, Lexington, Ky., where 
patients are treated for mental disorders, 
including narcotic addiction. 

Dr. Lowry is a diplomat of the American 
Board of Psychiatry and Neurology and has 
been a member of The American Psychi- 
atric Association since 1945. He is a past 
president of the Kentucky Psychiatric As- 
sociation. 


NationaL Society ror Crippiep 
DREN AND ApuLTs.—The annual convention 
of the National Society will be held in 
Dallas, Tex., November 16-20, 1958. 

Nicholson J. Eastman, M.D., past-presi- 
dent of the American Academy for Cerebral 
Palsy, chief of obstetrics at Johns Hopkins 
University School of Medicine, will speak 
to professional rehabilitation workers at- 
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tending the meeting. Convention sessions 
will also include institutes, seminars, work- 
shops, round table discussions and demon- 
strations by leading experts in the rehabili- 
tation field. 

For further information write Catharine 
Bauer, Director of Information, National 
Society for Crippled Children and Adults, 
11 South La Salle St., Chicago 3, Ill. 


Tapre-Recorpinc Data Reguestep.—Dr. 
Hans S. Unger, 362 Forest Avenue, Buffalo, 
N. Y., is interested in receiving information 
from psychiatrists with regard to their ex- 
periences with various types of tape re- 
corders both for interviewing and dictation 
purposes for an impartial survey of the 
different types of instruments on the mar- 
ket. Psychiatrists are invited to send an 
account of their impressions to Dr. Unger 


at the above address. 


Awarps For Psycuiatric Ames.—One 
hundred and twenty-six ward attendants 
were selected for citations by the National 
Association for Mental Health, for their 
skill and kindness in caring for patients in 
their charge. 

Each winner received an NAMH gold 
pin and a certificate of achievement in 
tribute to “the special skills in practical 
human relations which form such a vital 
part of the treatment and recovery of the 
mentally ill.” These awards were presented 
at special ceremonies throughout May, 
Mental Health Month. The recipients, 70 
women and 56 men, represent 126 mental 
hospitals in 39 states and the District of 
Columbia. 


A. E. Bennetr Nevuropsycuiatric Re- 
SEARCH FOUNDATION Awarp.—Dr. Max 
Fink, director of the department of experi- 
mental psychiatry at Hillside Hospital, 
Glen Oaks (Queens), New York, received 
the first A. E. Bennett Award presented by 
the Society of Biological Psychiatry at the 
group's 13th annual meeting in San Fran- 
cisco, California, on May 11, this meeting 
being part of The American Psychiatric 
Association annual meeting. 

Dr. Fink presented a paper titled, “Effect 
on Anti-Cholinergic Agent, Diethazine, on 


EEG and Behavior : Significance for Theory 
of Convulsive Therapy.” 


PROFESSIONAL ASSOCIATION ON ALCOHOL- 
isM.—The following officers were elected at 
the Association’s fourth Annual Meeting 
held in Boston, April 2, 1958: 

President : James Morrison, M. D. ; Presi- 
dent-elect: Harold W. Demone; Vice- 
President : Joseph Thimann, M. D. ; Secre- 
tary-Treasurer : David Landau, M. D. Also 
elected were seven new members to the 
Board of Directors. 

The purposes of the Society are to 
provide a medium for discussion of the 
work of professional persons engaged in 
rehabilitation, research and/or professional 
education in the field of alcoholism and to 
guide, encourage training of, and help 
obtain financial assistance for, professional 
personnel in these areas. 

For further information as to member- 
ship in the Society write : David Landau, 
M. D., Secretary-Treasurer, Professional As- 
sociation on Alcoholism, 350 Beacon St., 
Boston 16, Mass. 


PRESENTATION OF THE Portrait OF Dr. 
Kart M. Bowman.—The Langley Porter 
Neuropsychiatric Institute and the Depart- 
ment of Psychiatry, University of California 
School of Medicine, held an official pre- 
sentation of the portrait of Dr. Karl M. 
Bowman, May 9, 1958, to the Institute. Dr. 
Bowman was the medical director of the 
Langley Porter Neurological Institute since 
its opening in 1943 until his recent retire- 
ment. 


Smiru, KLINE AND FRENCH FELLOWSHIPS. 
—The American Psychiatric Association has 
announced the award of 10 Smith, Kline 
and French Foundation Fellowships in psy- 
chiatry. These Fellowships, totalling $13,- 
150, are the final awards of the 3-year 
$90,000 grant established in 1955 to provide 
a broad range of training opportunities in 
psychiatry. 

A total of 14 recipients, including 10 
medical students, will benefit in the latest 
group of grants. Their projects vary from 
a study of the treatment results in schizo- 
phrenia to experiments with mescaline, an 
hallucinating agent. 
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APPOINTMENT OF Dr. BERNARD SAPER.— 
Paul H. Hoch, Commissioner N. Y. State 
Department of Mental Hygiene, has an- 
nounced the appointment of Dr. Bernard 
Saper, director of the counseling center and 
assistant professor of psychology at North- 
western University, Evanston, IIl., as di- 
rector of psychological services in the 
Department, effective July 1. 

Dr. Saper succeeds Dr. Elaine F. Kinder, 
who will devote full time at Rockland State 
Hospital to a follow-up study of brain- 
operated (topectomy) schizophrenic pa- 
tients. This study is jointly supported by 
the Foundation for Mental Hygiene, Inc., 
State Department of Mental Hygiene, and 
the National Institute of Mental Health. 


CentraL Reposrrory ror Mepicat Cre- 
DENTIALS.—The Secretary General of The 
World Medical Association has announced 
that on July 1, 1958, the services of a Cen- 
tral Repository for Medical Credentials will 
become available to the doctors of the 
world, as a means of assuring that they will 
always be able to prove themselves medi- 
cally trained and fully accredited to prac- 
tise medicine. 

The lifetime cost of the service on a 
one-payment basis to the newly graduated 
doctor is approximately $60.00 (U. S. A.). 
An actuarial schedule has been established 
for doctors in the various age groups. Pro- 
visions are made for the depositor to add 
additional credentials he receives to his file 
in the Repository at a minimal charge. 

Further information on the Central 
Repository for Medical Credentials is avail- 
able from The World Medical Association, 
10 Columbus Circle, New York 19, N. Y. 


NIMH anp PsycHorpHARMACOLOGICAL RE- 
SEARCH.—In a statement presented before 
the Subcommittee on Legal and Monetary 
Affairs, Committee on Government Opera- 
tions, Dr. R. H. Felix, Director of the 
National Institute of Mental Health, dis- 
cussed the several groups of psychiatrically 
significant drugs introduced during the last 
few years. He described both the tranquil- 
izing and energizing drugs, their therapeu- 
tic use and value, side effects, limitations 
and the implications in research and mental 
health. 


Because of the many problems involved 
and the need for comprehensive research 
into all aspects of psychopharmacology, 
the NIMH established the Psychopharma- 
cology Service Center in 1956. The objec- 
tives: to support clinical research in 
efficacy of the new drugs and their toxic 
and side effects: to develop better drugs 
and investigate their modes of action. The 
Institute is now supporting, through re- 
search grants, 79 investigations in psycho- 
pharmacology. 

The Center has also issued (March 1, 
1958) an Annotated Reference List on 
Meprobamate. Some 127 articles on this 
drug which appeared in the English lan- 
guage through 1957 are summarized. The 
material is available to interested investi- 
gators from The Psychopharmacology Serv- 
ice Center, NIMH, Bethesda 14, Md. 


PsyCHIATRY FOR THE GENERAL PRACTI- 
TIONER.—To contribute to the growing 
movement to provide psychiatric training 
for the family physician, the Carrier Clinic, 
in cooperation with the New Jersey Chapter 
of the American Academy of General Prac- 
tice, and Smith, Kline and French Labora- 
tories, sponsored a series of 6 seminars 
entitled “Psychiatry for the General Prac- 
titioner” in the spring of 1957. 

Abstracts of the 18 papers presented, 
together with follow-up questions and an- 
swers are now available in a single 136 page 
publication, under the above title. For 
further information write Russell N. Car- 
rier, M.D., Director, The Carrier Clinic, 
Belle Mead, N. J. 


Hesrew Journau.—In 1957 the 
Hebrew Medical Journal reached its thir- 
tieth anniversary of publication, under the 
editorship of Moses Einhorn, M.D. This 
semi-annual, bi-lingual (Hebrew and Eng- 
lish) publication has shown particular 
interest in reviving Hebrew medical termi- 
nology, in Jewish contributions to medicine, 
in the medical problems of Israel and in 
historical aspects of Jewish medicine as 
found in the Bible, the Talmud, and medie- 
val manuscripts. It is an excellent publica- 
tion and a valuable contribution to the 
world’s medical literature. 

The editorial office is located at 983 Park 
Avenue, New York, N. Y. 
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Lester H. GuiepMan IN PLANE 
Crasu.—Dr. Lester H. Gliedman, assistant 
professor of psychiatry, Johns Hopkins 
Medical School, and his wife were killed in 
a collision between their plane and an Army 
jet while returning from the annual meet- 
ing of The American Psychiatric Associa- 
tion in San Francisco. He was a superior 
teacher and therapist, and though com- 
pleting his training only 5 years ago had 
made significant research contributions in 
the areas of psychotherapy and alcoholism. 
He served with distinction as consultant 
and on the boards of several community 
agencies concerned with the emotionally 
disturbed. A man of unusual intelligence, 
boundless energy, and warm humanity, his 
loss is widely and deeply mourned. 


PsycHoLocy CONFERENCE, ASHE- 
vitLE, N. C.—A conference sponsored by the 
Southern Regional Education Board under 
a grant from the National Institute of 
Mental Health was held in Asheville, N. C., 
June 26-28, to aid state and local school 
systems to consider means of using psy- 
chologists in schools. 

Participating in the conference were chief 
state school officers, heads of university de- 
partments of psychology and education, 
and representatives from city, county and 
state school systems. 


Neuro-Psycuiatric Society. 
—At the annual meeting of the Society, 
May 21, 1958, the following officers for the 
year 1958-59 were elected : president, Ed- 
ward Carl Schmidt, M. D. ; vice-president, 
Bernard Kaufman, M.D. ; secretary-treas- 
urer, Henry Veit, M.D.; councillors re- 
maining, David Cleveland, M. D. and Isaac 
Sarfatty, M. D. 


Trarninc AT Bronx VA Hosprrat.—The 
Bronx VA Hospital announces that its 
3-year training program in psychiatry now 
includes an affiliation with Columbia Uni- 
versity. Residents will receive concurrent 
supervised training in child and female 
psychiatry during a full 9 months’ period at 
the Columbia University Medical Center 
and the Psychiatric Institute. This portion 
of the training program is under the super- 
vision of Dr. Lawrence C. Kolb, Dr. Irville 
H. MacKinnon, and Dr. Bernard L. Pacella. 


Dr. Greaves Heaps Dept. or Psycui- 
aTry, Kansas Universiry.—Dr. Donald C. 
Greaves has been appointed professor and 
head of the department of psychiatry at 
Kansas University Medical Center in Kan- 
sas City, Kansas, effective July 1, 1958. He 
had been an associate professor in the de- 
partment with Dr. Louis J. West since July 
1, 1955, and before that was with Dr. Oskar 
Diethelm at the Payne Whitney Psychiatric 
Clinic of the New York Hospital. 


Homewoop SaAnrrartuM 75TH ANNIVER- 
saRY.—To celebrate the completion of 
seventy-five years of service the Homewood 
Sanitarium of Guelph, Ontario, oldest and 
best known private mental hospital in 
Canada, invited the Ontario Psychiatric 
Association to hold its regular meeting at 
the Sanitarium May 23, 1958. 

The program included a luncheon with 
a masterly contrived social hour preceding 
and followed by an address by the guest 
speaker, Dr. John R. Rees, of London, Di- 
rector of the World Federation of Mental 
Health. Dr. Rees gave an account of psy- 
chiatric work in progress in various parts 
of the world. His address was followed by 
a scientific program. 

To commemorate Homewood’s 75th 
anniversary a booklet had been prepared 
giving the history of the institution, illus- 
trated by photographs, including those of 
the founder, J. W. Langmuir, the present 
superintendent, Dr. A. L. MacKinnon, and 
others, and documenting the valuable part 
the hospital has played in Canadian psychi- 


atry. 


THe AMERICAN Group PsyYCHOTHERAPY 
AssociATION Associa- 
tion wishes to announce that it has pub- 
lished two separate abstracts covering the 
scientific papers presented at its 1957 and 
1958 Conferences. 

These original papers serve as a com- 
prehensive survey of work going on 
currently in this field. They may be had 
by request to AGPA, 1790 Broadway, New 
York City at cost price to the organization 
of $1.00 each. 


Tue NATIONAL FOUNDATION FOR INFAN- 
THLE Paratysis 
Ist and December Ist are the current 
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deadlines for applications to the National 
Foundation for Infantile Paralysis for post- 
doctoral fellowships in research and aca- 
demic medicine or in the clinical fields of 
rehabilitation, orthopaedics and preventive 
medicine. Applications for fellowships in 
the medical associate fields of physical ther- 
apy teaching and occupational therapy 
teaching should also be filed by these dates. 
A spring date of March 1 is also provided. 

Financial support varies according to 
previous education, professional experience, 
marital status, and number of dependents. 
Compensation to the institution is arranged 
according to the program undertaken. For 
a full academic program, tuition and fees 
are allowed ; for other programs, a sum 
not to exceed $1,250.00 per year (includes 
tuition) is provided. 

The National Foundation has authorized 
the expenditure of $26,500,000 since 1938 
for scholarships and fellowships, and for 
aid to educational institutions, professional 
organizations, and related activities. 

For further information write to Division 
of Professional Education, National Foun- 
dation for Infantile Paralysis, 301 East 42nd 
St., New York 17, N. Y. 


Centra New York Psycuiatric Socr- 
ETY.—The semi-annual dinner meeting of 
the Finger Lakes Neuropsychiatric Society 
and the Central New York District Branch, 
APA, was held at Canandaigua VA Hos- 
pital, June 12, 1958. Constitutional amend- 
ments unifying both societies were intro- 
duced enabling all psychiatrists in the 
Central New York area to be eligible for 
either full membership or associate mem- 
bership in the Central New York District 
Branch. With these changes the Central 
New York District Branch of the APA will 
be one of the largest branches in this state. 
All psychiatrists in this area who are not at 
present either full members or associate 
members are invited to join the organiza- 
tion. Requests for applications should be 
addressed to Dr. Murray Bergman, 529 
Church St., Newark, N. Y. 


ASSOCIATION FOR ResEARCH IN NERVOUS 
AND MENTAL Disease.--The annual meeting 
of the Association for Research in Nervous 
and Mental Disease will be held on Decem- 


ber 12 and 13, 1958, at the Hotel Roosevelt, 
New York City. The subject of the meeting 
will be “Neuromuscular Disorders.” 

Dr. Lee M. Eaton, Rochester, Minn., is 
the presiding president. 


Use or PsyCHOTHERAPEUTIC AND Psycno- 
PHARMACOLOGIC AGENTS.—The Psychophar- 
macology Service Center of the NIMH has 
issued two reference lists entitled Use of 
Psychotherapeutic Agents with Elderly 
Patients, and Use of Psychopharmacologic 
Agents with Children, containing 91 refer- 
ence studies and 134 studies respectively. 
Each list is composed of studies which in- 
clude elderly patients or children, even 
though those papers may not be directly 
concerned with these groups. 

Each reference is followed by a brief 
annotation which emphasizes the informa- 
tion especially relevant, in the first list, 
to the aged, and in the second list, to chil- 
dren, although such emphasis may not be 
found in the paper. 


Connecticut PostGRADUATE SEMINAR IN 
PsycHiaTry AND Nevuro.ocy.—The twelfth 
Connecticut Postgraduate Seminar will ex- 
tend from September 18, 1958, through 
April 15, 1959. There are no fees. 

Courses from September 22 through De- 
cember 1, (Monday and Wednesday ) from 
3:30 to 9:00, at the Yale University 
School of Medicine, 333 Cedar Street, New 
Haven : clinical neurology, neuroroentgen- 
ology, electroencephalography, neuroana- 
tomy, neurophysiology, and neuropath- 
ology 

On December 1 and 8 (Monday) from 
4:00 to 9:00 pm. at Yale University 
School of Medicine: sessions in pediatric 
neurology. 

Courses from January 6 through March 
16, (Monday) from 2: 00 to 6: 00 p.m., at 
the Connecticut State Hospital, Middle- 
town : general psychiatry, therapy, psycho- 
somatic medicine, geriatrics, and psychiatry 
and law. 

Sessions from February 11 through 
March 18, (Wednesday) from 6:30 to 
9:45 p.m., also at Yale University School 
of Medicine : child psychiatry. 

There will be 4 special seminar projects 
from 10:00 to 4:00 p.m. Subjects are 
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listed in the program, copies of which may 
be obtained from the Office of the Assistant 
Dean of Postgraduate Medical Education, 
Yale University School of Medicine, 333 
Cedar Street, New Haven, Conn. 


AMERICAN CounciL OF LEARNED 
ties.—On April 14, 1958, the ACLS an- 
nounced a grant of $500,000 from the Ford 
Foundation for a program to encourage 
international scholarly congresses in the 
humanities and social sciences to meet in 
the United States. The program is designed 
to cover a period of from 5 to 10 years. It 
will be administered by the ACLS in co- 
operation with the Social Science Research 
Council. 

Selections under the grant will be re- 
stricted to broadly significant conferences 
which have the official sponsorship of a 
constituent society of the ACLS or the 
SSRC. 

For information address American Coun- 
cil of Learned Societies, 2101 R Street, 
N. W., Washington 8, D. C. 


Society For PsycHosoMatTic REsEARCH.— 
The Society held a conference on The Na- 
ture of Stress Disorders at the Royal Col- 
lege of Physicians, London, Eng., May 2-4, 
1958. This was the first event of its kind to 
be held there. 

The proceedings of the conference will 
be published in book form. 

For information write to Dr. Desmond 
O'Neill, 130 Harley St., London, W. 1., Eng. 


Psycmratric Socrery.—In May 
the following members of the Illinois Psy- 
chiatric Society were elected to office for 
the year 1958-59 : President : Dr. Nathaniel 
S. Apter, Chicago, Ill. ; President-elect : Dr. 
Frances Hannett, Chicago, Ill. ; Secretary- 
treasurer : Dr. Paul Nielsen, Chicago, II1. ; 
Councilors : Dr. Kalman Gyarfas, Chicago, 
Ill., Dr. Lester H. Rudy, Galesburg, III. 
Delegate to Assembly of District Branches, 
APA, serving 2nd year of term: Dr. John 
R. Adams, Chicago, II]. Alternate delegate : 
Dr. Isadore Spinka, Chicago, IIl. 


Dr. Jacosp Ceveprates 757TH 
Bmrtupay.—We are pleased to report that 
our eminent Swiss colleague, Dr. Jakob 
Klaesi, emeritus professor of psychiatry at 
the University of Berne, celebrated his 
seventy-fifth birthday on May 29, 1958. His 
Alma Mater, the University of Kiel (Ger- 
many) presented to him, in honor of this 
occasion, the precious gift of Doctor Medi- 
cinae Honoris Causa. In the September 
1953 issue of this Journal we noted the 
honor paid to Professor Klaesi at his sev- 
entieth birthday in the form of a festschrift, 
a special 500 page issue of the Monatsschrift 
fiir Psychiatrie und Neurologie, May-June 
of that year, accompanied by a photograph 
of Professor Klaesi. 


ASSOCIATION FOR THE ADVANCEMENT OF 
PsycHoanarysis, Inc.—On Wednesday, 
September 24, 1958, the Association for the 
Advancement of Psychoanalysis will spon- 
sor its regular meeting at the New York 
Academy of Medicine at 8 : 30 p.m. 

The program will be: “Existentialism 
and Psychoanalysis”, reports from the 4th 
International Congress of Psychotherapy in 
Barcelona. 

Speakers: Dr. Benjamin J. Becker, Dr. 
Charles Hulbeck, Dr. Harold Kelman, Dr. 
Frederick A. Weiss, and Dr. Antonia 
Wenkart. 

AMERICAN NEUROLOGICAL ASSOCIATION.— 
At the 83rd annual meeting of The Ameri- 
can Neurological Association held in At- 
lantic City, N. J., on June 16-18, 1958, the 
following officers were elected for the com- 
ing year: president, Bernard J. Alpers, 
Philadelphia, Pa.; president-elect, Derek 
Denny-Brown, Boston, Mass.; Ist vice- 
president, Paul I. Yakovlev, Boston, Mass. ; 
2nd vice-president, Margaret A. Kennard, 
Ft. Steilacoom, Wash. ; secretary-treasurer, 
Charles Rupp, Philadelphia, Pa. ; assistant 
secretary, William F. Caveness, New York, 
N. Y. ; editor of transactions, Charles Rupp, 
Philadelphia, Pa. 

The 84th meeting of the Association will 
be held at the Claridge Hotel, Atlantic 
City, N. J., June 15-17, 1959. 
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Psycnosro.ocy : A Science or Man. By Adolf 
Meyer, M. D. Compiled and edited by 
Eunice E. Winters and Anna Mae Bowers. 
(Springfield, Ill.: Charles C Thomas, 
1957, pp. 246. $6.50.) 


Just 25 years after Adolf Meyer gave the 
first Salmon Memorial Lectures at the New 
York Academy of Medicine, his long-time co- 
workers, Eunice E. Winters and Anna Mae 
Bowers, have succeeded in putting together 
from voluminous material a readable and es- 
sentially authentic presentation in content and 
form of those three lectures. 

There are several points of interest about 
this event. In the first place, one might inquire 
why publication was delayed so long. There 
is only one good answer to this, namely that 
Dr. Adolf Meyer never reached a degree of 
contentment with his verbal presentation of 
the material at the lectures, and worked and 
reworked for publication, but never succeded 
in getting it into the form he wanted it, be- 
came engrossed in other things, and finally was 
stricken before the task was accomplished. He 
left a number of versions in his note-book, and 
out of these the compilers have succeeded 
eminently in a presentation which is true to 
the intent of the lectures and to his own 
phraseology. The amount of work that has 
gone into the editing of the material has been 
stupendous, but I believe the results will have 
justified it. 

Concerning the material itself, there are 
three parts : on psychobiology, on pathology, 
and on therapy. These three lectures are to be 
judged from two standpoints : their historical 
value and their present usefulness. As far as 
the historical value is concerned, it can be 
stated that here is to be found in a compact 
volume the basic teachings of the one man 
who most influenced psychiatric teaching and 
thinking in America. Here are to be seen vivid- 
ly presented his burning desire to establish 
psychiatry as a vital element in human biology, 
free of those dogmatic ways of looking 
at human behavior from the standpoint of 
causality and mechanism which had plagued 
psychiatry before his time, and did in his day. 


Also is to be seen his urgent plea for a way ° 


of looking at human behavior in its normal 
and pathological aspects which would gain for 
it the widest possible acceptance in that con- 
sensus which he termed “common sense,” and 
which saw treatment of abnormality as an 
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enlargement of the areas of the normal to be 
found even in the most abnormal conditions. 

The first chapter on psychobiology is a 
gem of historical accounting of the develop- 
ment of modern psychiatry with its ancient 
roots in mythology, religion, and philosophy. 
If for no other reason, the book is worth the 
money for this one thing. 

When we consider the question of the value 
of these three lectures for current psychiatric 
thought and practice, we know two things : 
the views expressed in these lectures have be- 
come to a large extent so firmly entrenched 
in American psychiatric thinking as to present 
no challenge today. It might be more honest 
to say that everyone at least gives lip service 
to these ideas ; some may go further, actually 
understand and work by them. Those who 
look for detailed instructions in regard to the 
conduct of psychotherapy will be greatly dis- 
appointed in these lectures. There are two 
reasons for this. The detailed conduct of 
psychotherapy has advanced very considerably 
in these last 25 years and there are rules of 
procedure now available which were not 
known then. But I am inclined to believe that 
even if they had been known, Adolf Meyer 
would have written the same material, for his 
main concern was to establish fundamental 
principles and he believed that once the fun- 
damental principles were established, the 
physician would find his own best method for 
conducting psychotherapy. The two principles 
which I gleaned out of the third chapter of 
most value are : 1. the effort to establish jointly 
a degree of plausibility of understanding of 
the present as a developmental product from 
the past ; and 2. the conscious effort to sway 
the performance in the direction of enlarge- 
ment of a residual normal behavior at the 
expense of the abnormal. The thorough appli- 
cation of these two principles will, I believe, 
accomplish in fact what he himself set out to 
do, namely, to establish a simple method of 
treatment devoid of dogmatic rules which 
would be widely applicable at the hands of 
the greatest number of physicians. 

The authors have provided a glossary of 
terms used by Meyer, some of which are rare- 
ly found in current literature, and short bio- 
graphical sketches of a number of people 
mentioned in the text. 

Altogether, this is a most useful addition to 
the Salmon lecture series, and it is only to be 
regretted that it was not published 25 years 
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ago. It would be hard to imagine a better 
editorial job than the one the compilers have 
here accomplished. 
WENDELL MuncrE, M. D., 
Baltimore 2, Md. 


ScHIZOPHRENIA—Somatic Aspscts. Edited by Derek 
Richter (New York: The Macmillan Com- 
pany, 1957.) 


This volume was probably published before the 
Congress in Zurich and meant to present one of 
its ouvertures. As regards results this collection 
of essays which owe their existence to discus- 
sions is no more encouraging than the harvest of 
the Congress. Rees-London gives a nice review of 
“Physical characteristics of the schizophrenic pa- 
tient.” In “Interaction of genetic and environmental 
factors in the causation of schizophrenia” Roth- 
New Castle makes a special point of the social iso- 
lation of paraphrenics and its possible significance 
for the causation and prevention of schizophrenia. 
Hill-London discusses the “Electroencephalogram 
in schizophrenia”; one of his essential conclusions 
is that the EEG does not give evidence of a schizo- 
phrenic organic process. The editor’s “Biochemical 
aspects of schizophrenia,” about which he read a 
paper, in Zurich leads to a conclusion (among 
others) which is scarcely vouchsafed biochemically, 
i.e. the assumption of a hereditary set and a set of 
“one or more of a number of unspecific exogenous 
excitant factors coming from the environment.” (It 
is difficult to imagine where “exogenous” factors 
might come from if not from the environment.) 
Richter does, of course, not claim priority for this 
concept nor for the concept of “impairment of the 
homeostatic control mechanisms situated in the 
hypothalamus.” One cannot help but think of Carl 
Gustav Jung’s notion of localizing his archetypes 
in the hypothalamus in his Zurich address. Sands- 
Epsom reviews “Endocrine changes in schizo- 
phrenia,” which is a daring enterprise so short a 
time after the publication of Manfred Bleuler’s 
book ; Sands was particularly interested in ketoster- 
oil secretion. David-Cardiff’s reviev’ “The patho- 
logical anatomy of the schizophrenias” seems to 
overlook the fact that leading pathologists con- 
sider some of his material as definitely antiquated. 
Sherwood-London and Colchester goes after “Con- 
sciousness, adaptive behavior and schizophrenia.” 
He appears to assume a disturbance of “conscious- 
ness or awareness” in the schizophrenic; the first 
sentence of his contribution reads: “Anybody can 
recognize lunacy.” Rey-London tries to find cor- 
relations in “Metabolism in recurrent schizo- 
phrenia.” Stafford-Clark writes on “Drug action in 
relation to schizophrenia”; one is grateful to him 
as he recalls the great “conondrum, ‘which came 
first, the chicken or the egg?’” and states that “the 
chain of events must always proceed from constitu- 
tional and biochemical reactions to stress, towards 
the ultimate release of personal psychopathology of 
a characteristic type.” Our English colleagues have 
given us here a token of their undying interest and 


work in common problems ; unfortunately it was not 
granted to them to succeed in the solution of any of 
them. 
Eucen Kaun, M.D., 
Baylor University, 
Houston, Texas. 


Freup AND CULTURE. Edited by 
Iago Galdston. (New York: International Uni- 
versities Press, 1957, pp. 99. $3.00.) 


The five essays contained in this volume were de- 
livered at the New York Academy of Medicine in 
commemoration of the centenary of Freud’s birth. 
The first of the essays is by Kenneth E. Appel on 
“Freud and Psychiatry.” It is written with Dr. 
Appel’s usual combination of charm and learning, 
and constitutes an unusually helpful exposition of 
the psychiatric continuum which Freud so brilliantly 
revolutionized. Roy Grinker’s “Freud and Medi- 
cine” is admirable. With sharply focused clarity 
Grinker states precisely what Freud’s contribution 
has been to medicine, and makes his criticisms of 
that contribution as sharply and clearly. Grinker 
does not believe that the best interests of any great 
innovator’s work are properly served by turning 
it into a scripture. For the immediate future our 
task should be the relation of psychodynamics to 
physiodynamics. Paul V. Lemkau on “Freud and 
Prophylaxis” gives an orderly exposition of Freud’s 
contribution to some basic tenets in prophylaxis in 
the study of the mentally ill, and we perceive once 
more what a genuinely fundamental advance that 
contribution made. “Freud in the Perspective of 
Medical History” by Gregory Zilboorg is a thought- 
ful and stimulating piece, as is Clyde Kluckhohn’s 
“The Impact of Freud on Anthropglogy.” Iago 
Galdston’s “Freud’s Influence in Contemporary 
Culture” is rather gracelessly overladen with words, 
the main effect of which is to obscure the fact that 
there are some good ideas in this essay and that it 
is worth persisting in, in spite of the fact that its 
author does his best to miss the boat. There is an 
index. 

Altogether this is a most attractive little volume 
and Dr. Galdston is to be congratulated upon his 
organization of the lectures, though it should be 
said that the volume would have benefited by a 
brief biographical account of the great man in 
whose honor it is published. 

M. F. Asutey Monracu, 
Princeton, N. J. 


MENTAL HeattH Resources IN New York 
Prepared by the Staff of the New York City 
Community Mental Health Board; Paul V. 
Lemkau, M.D., Director of Mental Health 
Services. (New York, 1957. pp. 146.) 


Mental Health Resources in New York City is 
presented as the first report of a continuous survey 
which aims to learn the extent of mental health 
services and define ways of judging the effective- 
ness of these activities. It offers an excellent de- 
scription of the complexities of organizing an urban 
mental health program and would be of value to 
anyone responsible for or interested in coordinat- 
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ing public and voluntary mental health services in 
an area. 

In summarizing some of the studies made in 
New York City there are reports of services to 
children, fee-charging practices, inpatient psychi- 
atric services in general hospitals, duplication of 
efforts of patient transfer, roles of clinic person- 
nel, relative programs of voluntary and public 
agencies, magnitude of court problems, needs within 
public assistance programs, all of which are of 
broad concern to psychiatric clinic staffs and 
boards as well as those responsible for community 
planning. Those who have responsibility for de- 
termining priorities in granting funds will follow 
with interest the effort to establish a rating chart 
for objective evaluation of services. 

Two statements made in this report are particu- 
larly worthy of quotation—“The Consultants’ Re- 
port made a distinction between specifically focused 
mental health activities (those set up to deal pri- 
marily with emotional disorders), and activities 
that contribute more broadly to social and personal 
well-being,” and “In practice, some limits have to 
be made to prevent all health and social services 
from being identified and, indeed, identifying them- 
selves, as mental health agencies.” Herein lie many 
of the questions community mental health personne! 
and boards are asking. 

Maser Ross, M. D., 
New York, N. Y. 


Tue Puysician-Writer’s Boox. By Richard M. 
Hewitt. (Philadelphia: W. B. Saunders, 1957, 
pp. 338. $5.00.) 

Dr. Hewitt must be known to many medical 
writers for his work in the Section of Publications 
of the Mayo Clinic. Out of his years of experience 
there and on the staff of the J.A.M.A. under Dr. 
Morris Fishbein, he has produced what is probably 
the most complete book of medical writing now 
available. Almost anybody could find something 
new and interesting in its pages, for Dr. Hewitt 
has gone into a lot of detail in discussing what he 
calls the tricks of the trade. The avowed aim of 
the book is to aid the inexperienced, occasional 
physician writer, but the book goes far beyond that. 
A full-time medical editor could also learn things 
from it and derive food for thought. 

Dr. Hewitt goes on the excellent principle that 
an article should be intelligible to an inexperienced 
man in an isolated place, “possessed not of a col- 
loquial but of an academic knowledge of English,” 
and then tells the writer in detail how to construct 
such an article. He is quite prepared to discuss 
academic questions of style or spelling, as for ex- 
ample when he presents the arguments for the ter- 
mination “-trophin” as against “-tropin”; and yet 
he maintains the practical touch, as in his advice 
to authors to keep two copies of their manuscript, 
the second being for use “when you lose the first 
one as, very likely, you will.” 

The section on illustrations is excellent (how nice 
to have someone explain the difference between en- 
largement of a photomicrograph and its magnifica- 
tion) and there is a good chapter on the ethics of 
writing. 


It is a sad reflection on the modern high school 
that he finds it necessary, in a most helpful list of 
misused words, to include items on the vulgar mis- 
use of “when” and “where.” This example is cited 
to show the thoroughness with which Dr. Hewitt 
has done his work. 

Finally, the reviewer would add that he has no 
intention of being parted from his copy of “Hewitt,” 
until, of course, the next edition appears. 

S. S. B. Griper, M. D., 
Toronto, Can. 


Guwe To Mepica, Writinc. By Henry A. David- 
son. (New York: The Ronald Press Co., 
1957, PP. 415.) 

Even in a technocracy there is no particular vir- 
tue or advantage in illiteracy. Yet it would seem 
that many members of the learned professions now- 
adays have forgotten how to communicate clearly 
and elegantly with their fellows—if they ever knew. 
A few are not conscience of this defect, but there 
are many more who would welcome the opportu- 
nity to learn something of the art of communica- 
tion by the written word. With the advent of sev- 
eral good books on medical writing in recent years, 
there is no excuse for remaining a medical illiterate. 
Dr. Davidson’s book is best suited to the man who 
wants to begin at the beginning, and wants an easily 
read book to teach him the rudiments of medical 
authorship. It is written in bright conversational 
style and takes very little (beyond a basic knowl- 
edge of English) for granted. 

The author calls it a “practical manual,” and 
practical is the operative word. No time is wasted 
on arguments about the virtue of one abbreviation 
over amther, or the reasons for alternative spell- 
ings, and the approach is therefore the dogmatic 
one of the undergraduate text. For this reason, it 
will particularly commend itself to the occasional 
writer, who will find it a reliable guide through the 
maze of practical problems connected with the pro- 
duction of the medical paper. Dr. Davidson deals 
not only with the original article, but also with 
abstracts, book reviews and meeting reports, and 
even editorials. He has a number of useful refer- 
ence lists. For instance, he lists a number of 
eponyms with their preferred non-eponymic equiva- 
lents; he also lists proprietary and generic names, 
and metric and other equivalents. He even adds a 
list of journals suitable for submission of certain 
types of article, though this could do with expan- 
sion and further subdivisions. For example, it is 
doubtful whether the Chronicle of the World Health 
Organization (a periodical primarily concerned with 
public health workers) and a British Medical Bulle- 
tin (which tends to publish reviews of sometimes 
rather difficult topics in basic science) should be in 
the same category as British Medical Journal and 
Lancet, (which cover the whole of British medi- 
cine) and Practitioner (which is definitely a teach- 
ing organ for the general practitioner). 

Finally, it would be a mistake to give the im- 
pression that only the novice in medical writing can 
learn from this guide; many physicians with a 


ers 
a 4 
ap 
Sag 
fs 
> 
iy, 


1958 } BOOK REVIEWS 187 


number of publications to their credit commit some 
of the sins Dr. Davidson points out. But perhaps 
they don’t care! 
S. S. B. M. D., 
Toronto, Can. 


PRINCIPLES OF PsYCHOANALYsIs. By Herman Nun- 
berg. (New York: Int. Universities Press, 
1955.) 

No reviewer can hope to achieve the high level 
of the opinion of Nunberg’s book contained in the 
foreword by Sigmund Freud—‘In this book Nun- 
berg gives the most complete and accurate presenta- 
tion we have at this time of a psychoanalytic theory 
of neurotic processes. Those who seek a simplifica- 
tion and a glossing over of the problems of which 
it deals will be disappointed in this book. Those, 
however, who prefer scientific thinking, who ap- 
preciate theoretical formulations which never aban- 
don their ties to experience, those who can savor 
the rich diversity of psychic events—those persons 
will value and eagerly study this work.” In large 
measure Principles of Psychoanalysis merits Freud's 
evaluation. 

Nunberg’s opening gambit in his presentation, 
the case summary of a young girl with severe 
vomiting with an amnesia for a sexual experience 
with an elderly man is strikingly similar to the 
Anna O. of Freud, his point of departure for his 
explorations of the unconscious. This case provides 
Nunberg with an opening for one of the valuable 
aspects of his introductory remarks, simplicity. Too 
often in a book of theoretical formulations does 
the author neglect to repeat, perhaps well known 
but basic observations which provide the back- 
ground for more complex discussion. For instance, 
“it is noteworthy that the experience which had a 
strong emotional tone and which was intensely un- 
pleasant to the patient, was for the moment for- 
gotten, but a symptom—vomiting—took its place. 
The symptom is thus a substitute for an important 
experience which has become unconscious. There 
is a gap in memory at the point where something 
important has happened in the patient’s life. We 
meet with similar gaps in memory in every neu- 
rotic patient. They are called amnesias and extend 
deep into earliest childhood.” Thus simply and 
briefly but clearly there is stated an important fact 
of the psychopathology of the psychoneuroses. 

This book presents a rich display of clinical ma- 
terial. The case documents are given clearly and 
concisely and then each one is hypothetically dis- 
cussed. The promise of Freud that the book will 
be of service to those “who appreciate formulations 
which never abandon their ties to experience” is 
amply validated. 

The body of the book consists of 12 chapters: 
I. The Unconscious in the Neurosis. II. The 
Dream. III. The Topographic and Dynamic Con- 
ception of the Neurosis. IV. The Instinctual Life 
of the Neurotic. V. The Psychology of the Fgo. 
VI. The Actual Neuroses. VII. Anxiety. VIII. 
The Processes of Defense. IX. The Process of 
Illness. X. Character and Neurosis. XI. The Causa- 
tion of Neurosis. XII. Theoretical Principles of Psy- 
choanalytic Therapy. In addition there is an excel- 


lent 9-page bibliography and a serviceable 10-page 
index. 

The book progresses smoothly from the presen- 
tation of well-known and generally accepted psy- 
choanalytic concepts to theoretical discussion. The 
Freudian line is followed. The reviewer under- 
stands reasonably well and utilizes many Freudian 
concepts but is not a trained analyst. He feels that 
in the psychology of orthodox analysis there is a 
tendency to present hypothesis as proven fact 
somewhat too readily. Perhaps this appears oc- 
casionally in this book. For instance, in the dis- 
cussions of birth anxiety, these statements are 
made: “Anxiety is as has been shown above, the 
archaic precipitate of an important traumatic ex- 
perience. .. . It is not necessary to present proof 
that the process of birth itself can have a traumatic 
effect.” Birth anxiety, its derivation, objective 
manifestations, etc. are still moot. However, it is 
better to be fairly positive about a theory than too 
timid, but there is a compromise which should be 
followed. 

The reviewer stated that Nunberg’s book foi- 
lowed the Freudian line. But Freud was most 
flexible and left many questions open to future 
thought and investigation. Freudian psychology is 
not static although some analysts tend to try to 
keep it so. Nunberg does not. Perhaps this is 
nicely illustrated in the chapter on Dreams. In my 
library I have a prized paper-bound book by Smith 
Ely Jeliffe published in 1920. It has this to say 
about dream symbolisms: “The male organ is 
frequently symbolized as something long and thin 
—a dagger, umbrella, stick, cane, tree trunk, pillar, 
barrel, revolver, arrow, asparagus, banana, pear, 
corncobs, reptiles, fish, snakes, etc., etc. . . . the 
female genitals as muff, bag, box, chest, purse, 
pocket, chair, bed, hole, cave, church, crack, center 
of a target, windows, doors, small rooms, cellar. 
The figure 2 is a frequent female symbolization. 
. . . Castration and masturbatory fantasies (fellatio 
and cunnilingus) are frequently associated with 
losing a tooth. . . . Potency and impotency symbols 
are frequently represented by flying machines, zep- 
pelins, balloons, trees standing or falling pillars 
(Sampson). Flying is a frequent erection wish. 
Losing trains or buses or things, these are frequent 
impotency symbols. Birth symbolisms center about 
water; going in or coming out: saving neople, 
animals, objects from the water. Death wishes are 
represented by reduction of the libido, going into 
the dark, going away, on journeys on the railroad, 
boats, etc.” 

In effect it is a kind of Napoleonic dream hook. 
Nunberg’s intelligent discussion of dreams shows 
how much progress has been made in their inter- 
pretation and how the associations of the dreamer 
have become increasingly weighted in attempting 
to unravel the workings of the unconscious during 
sleep. 

In the opinion of the reviewer, the best chapter 
in the book is Chapter XII—“Theoretical Princi- 
ples of Psychoanalytic Therapy.” Perhaps this 
opinion is influenced by his belief that the chapter 
will be of considerable help to therapists in general 
psychotherapy. There is a general psychotherapy 


< 

. 

4 

: 

4 

= 

=A 

3 


188 


BOOK REVIEWS 


[ August 


which sometimes is quite useful. It is erroneously 
called “support” therapy. “Support” therapy con- 
veys the impression that the therapist stands around 
handing out psychological crutches to the patient 
and uttering pollyanna bromides. Sound general 
psychotherapy takes its point of departure from 
psychoanalysis. It recognizes and realizes full well 
that nothing constructive can be done for the pa- 
tient unless there is a reasonable understanding of 
the nature of the hidden conflict. General psycho- 
therapy does become more active in using with 
due caution such measures as reassurance, occupa- 
tional therapy, counselling, attempting to supply 
unsatisfied emotional needs dated in childhood, etc. 
However, it attempts to keep these steps within 
the framework of the unconscious conflicts. It is 
suggested by Nunberg, although not directly stated, 
that sound general psychotherapy is not too remote 
from analysis and when rightly used serves the 
needs of the many patients who for one reason or 
another are not available for psychoanalysis. 

It is good to note in the discussion on page 3590— 
“Changes brought about through Psychoanalysis” 
—that Nunberg recognizes the secondary impor- 
tance of removal of the symptoms. Of far greater 
significance is the personality change that is 
wrought, the strengthening of the ego, the capacity 
and willingness to carry on life on an adult rather 
than a child emotional level, due consideration of 
the rightful claims of the environment: “the ego 
whose energy is no longer absorbed by the defen- 
sive struggle becomes more and more adequate to 
its most important work, the task of reality testing. 
It learns better to distinguish between external and 
internal stimulus. It learns to master such in- 
stinctual demands as entail external danger and to 
direct them to other goals (sublimation), or else it 
learns to keep instinctual demands in suspension 
until a moment arrives propitious for their fulfill- 
ment. With this mastery of instincts, the analyzed 
person learns also to endure pain. He has become 
able to procure gratification for ego-sytonic in- 
stincts through suitable changes in the external 
world. He is now more concerned with the objects 
of the outer world and becomes more social.” 

All in all Principles of Psychoanalysis justifies 
Freud’s verdict—‘‘the most complete and accurate 
presentation we have at this time of a psychoana- 
lytic theory of neurotic processes.” 

Epwarp A. Strecker, M.D., 
Philadelphia, Pa. 


Tue Roap To INNER Frervom. By Baruch Spinoza. 
Edited by Dagobert D. Runes. (New York: 
Philosophical Library, 1957, pp. 209, $3.00.) 


This little book is neither easy to read nor to 
understand despite the editor’s efforts in that direc- 
tion, The considerable patience and thought neces- 
sary to digest it are only increased by the difficult 
sentence structure. Likewise, each idea is stated 
separately as a mathematical equation leading to 
logical conclusions and there is little explanatory 
discussion of the goal toward which the thesis is 
directed. This makes the first reading most difficult ; 
one must reread and closely study this material in 
order to comprehend Spinoza’s philosophy. Those 


interested in such matters will be rewarded by a 
simple but beautiful philosophy of life developed 
by an ailing Portuguese Jew who had fled religious 
persecution at the end of the 15th century. We may 
not agree with his definitions of words or emotional 
states; however, these were set forth before much 
of our fund of knowledge was available. Although 
he recognizes that “the names of emotions have been 
applied in accordance with their ordinary manifesta- 
tions rather than an accurate knowledge of their 
nature,” he only undertakes such functional defini- 
tions stating “there is no need to take cognizance 
of differences (in emotions) nor to track out fur- 
ther the nature and origin of the differences as 
those between love felt toward children and love felt 
toward a wife.” This latter task was left for 
another age and psychology—not Spinoza and 
philosophy. 

It can be readily understood that Spinoza was 
excommunicated when we read that “God,” “Na- 
ture,” and “substance” are one, acting by the simple 
facts of existing and obeying laws of physics with- 
out any purpose or end, “The doctrine that God’s 
(Nature’s) judgements far transcended human un- 
derstanding sufficed to conceal truth from the hu- 
man race until mathematics furnished another 
standard of verity without regard for final causes.” 
“Final causes are only human figments.” Or that 
a thing is good and useful only insofar as it is in 
harmony with Nature and only bad to the degree 
that it is contrary. Were it not for our faulty 
judgements as to what is in harmony with Nature, 
everyone would be striving toward the same goal 
of perfection and no discord would arise. Such 
thoughts have caused many great minds to meditate 
and will be the reward of those studying this short 
treatise. 

Rosert R. Scnopsacn, M.D., 
Henry Ford Hospital. 


THe ImMporTANCE OF Overweicut. By Hilde Bruch. 
(New York: W. W. Norton & Company, Inc. 
1957. Pp. 438, $5.95.) 


In this day of research by crash projects and 
yearly grants there are few investigators who have 
devoted a lifetime to one problem and fewer still 
who have developed the affection for their subject 
which comes with long devotion. When such an 
investigator decides to sum up the results of such 
labor, and when she writes with the clarity and wit 
of Hilde Bruch, the result is apt to be as enter- 
taining as it is instructive. This book is both. 

The virtues of long association with her subject 
are most notable when Bruch is dealing with his- 
torical matters, with the vagaries of our predeces- 
sors’ thinking about obesity and with the paths they 
took into their particular blind alleys. Not until I 
read the chapter on “Confusion about Obesity,” for 
example, had I ever really understood how obesity 
came to be viewed as an endocrine disease, a view 
which has been held with an intensity of conviction 
that must surely have been in inverse proportion to 
the evidence supporting it. The chapter on “Basic 
Facts on Basal Metabolism” offers a convincing 
argument that this is “a wrong method for the 
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study of obesity, used on wrong subjects, and im- 
possible to interpret meaningfully.” 

The fact that such topics are discussed in an au- 
thoritative manner by a psychoanalyst is an indi- 
cation of the scope of this book, or perhaps rather 
of the learning of its author. She has a sure grasp 
of different approaches to her topic, and in her 20 
odd years’ study of obesity she has learned to move 
easily from biochemistry and genetics to psycho- 
analysis and clinical psychology. The result has 
been a catholic approach which avoids both the 
Scylla of what Whitehorn has called the “psycho- 
philic” as well as the Charybdis of the “psycho- 
phobic.” Any unitary theory of etiology is eschewed 
and obesity is viewed not as a disease but as “a 
symptom with multiple determinants” in which the 
importance of the psychological determinants varies 
from person to person. 

What theoretical framework has Bruch found 
most useful in organizing her carefully collected 
data? In view of its origins in just this type of 
psychophysiological problems, and of the veritable 
monopoly which it has exercised in the field of the 
feeding disorders, the libido theory might appear 
the logical choice. It is therefore of interest that 
Bruch makes no use of it; in the entire book the 
word “oral” does not appear once. The psychologi- 
cal data are interpreted rather from the point of 
view of a theory of interpersonal relations, a model 
conspicuously lacking in physiological parameters. 
How then is this data integrated? The author’s 
approach is perhaps closest to the transactional 
viewpoint of Grinker, although she appears to have 
derived it independently. As Bruch sees it, any ap- 
proach which ascribes the development of obesity 
either to constitutional or to interpersonal influ- 
ences is oversimplified. “The interplay between a 
mother and her child must be considered as a re- 
ciprocal process. . . . The way a child responds is 
as important as the maternal attitude; and the child 
will react according to his innate endowment.” And 
the interaction itself so modifies the participants 
that “the innate biological tendencies may never be 
understood clearly.” 

This book is characterized by awareness of the 
complexity of the problems with which it deals. 
Bruch offers few answers; rather, she tells us, she 
has taken as her motto MacLeish’s: 

“We know all the answers, the answers, 

It is the questions we do not know.” 
At this stage of our understanding it may be a 
greater service to raise meaningful questions about 
obesity than to attempt answers to the questions 
asked thus far. It is apparently by design that each 
chapter ends not only with a question, but with 
practically a protocol for further research. 

This reviewer has some reservations about one 
aspect of the book,—the extent to which generaliza- 
tions can be made from the author’s material. 
Throughout the excellent clinical descriptions I 
had the uneasy feeling that much of what I was 
reading applied to others besides obese persons. 
And if issues are not even specific, how can they 
possibly be etiologic? Such a methodological prob- 
lem is perhaps inevitable in a study conducted so 
largely by one person, and Bruch makes no effort 


to obscure it. It raises the question, however, of 
whether psychophysiological investigation may not 
require more data than can be assimulated by one 
person. 

The emphasis of this review may give the im- 
pression that The Importance of Overweight is a 
theoretical study of psychosomatic medicine. This 
is not the case. It is essentially a clinical book, 
and its greatest appeal will be to clinicians. For 
nowhere before has there appeared in one place 
such a wealth of observations on this topic. Bruch’s 
definition of the recurring themes in the lives of 
obese persons, and of some of the treatment meas- 
ures found useful by an experienced therapist will 
be appreciated by those physicians who are dis- 
satisfied with the results of their treatment in 
obesity. But the ultimate beneficiary will be the 
patient. This is timely. For in the nation-wide ob- 
session with weight reduction, obese persons need 
all the help they can get, if only as protection 
against the therapeutic enthusiasm of their physi- 
cians. The Importance of Overweight should pro- 
vide such help through its effects on physicians and 
lay public alike. In her “plea for a more serious 
and respectful approach toward obese persons” 
Bruch has taken a long stride toward her goal of 
“an enlightened social climate [in which] fat people 
will have at least a fighting chance to work out 
their problems of living in a more constructive 
way.” 

Apert J. StunKaARD, M.D., 
University of Pennsylvania. 


MANAGEMENT OF THE PATIENT witH Heapacue. By 
Perry S. MacNeal, Bernard J. Alpers and 
W. R. O’Brien, (Philadelphia: Lea & Febiger, 
1957. $3.50.) 

That boly of knowledge about headache which 
is useful to family physicians, psychiatrists, intern- 
ists, and neurologists is presented concisely and 
definitively in this volume. Beginning with a con- 
sideration of physiological and psychological mecha- 
nisms underlying head pain, the authors consider 
the headache of intracranial new growths, men- 
ingitis, intracranial and subarachnoid hemorrhage, 
subdural hematoma and aneurysm. The interrela- 
tionships between headache and such systemic dis- 
eases as diabetes and hypertension are described. 
The major part of the book, however, deals with 
the far more common family of vascular headaches 
and the head pain linked with increased skeletal 
muscle contraction. 

The psychiatric considerations pertinent to head- 
ache have been treated admirably, and skillfully 
integrated with the anatomic and physiologic ma- 
terial. In addition, the amount of space allotted is 
appropriate to their critical importance. 

This reviewer especially admires the forthright- 
ness with which the authors have expressed them- 
selves on several issues. Examples follow: 

“The ophthalmologists assure us also that many 
headaches are caused by muscle imbalance. If so, 
such patients must be cured by them and therefore 
saved from falling into our hands, because in our 
own group of patients, this has not been so.” 
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“It is our belief that most of the symptoms which 
are blamed on the menopause are due to the eco- 
nomic, social and family frustrations of middle 
life rather than to the specific endocrine changes 
secondary to ovarian atrophy.” 

The authors also state clearly some things about 
migraine headache which need to be said. They 
indicate the failure of histamine desensitization in 
their clinic after a reasonable trial. They affirm 
that it is unnecessary to order a detailed workup in 
patients who have a long history of headaches typi- 
cal of migraine. 

The discussion of pharmacotherapy is equally 
frank. It is detailed and specific so that one need 
only consult it to determine the more useful agents, 
their dosages and the circumstances appropriate to 
the usage of each. 

The reader should recall the specific aim of the 
authors, i.e., to risk “drawing our lines more sharply 
than the facts justify.” One may dispute their clas- 
sification of headache, or express a reasonable doubt 
that there is a single specific unconscious conflict 
present in all those subject to migraine attacks. 
These considerations do not detract however from 
the fundamental soundness and usefulness of the 
volume. 

ApriAn Ostrep, M. D., 
University of Illinois, 
School of Medicine. 


IntropuctorY CLINicAL PsycHoLocy. By Sol L. 
Garfield, Ph.D. (New York: The Macmillan 


Company, pp. 469, $6.00.) 


Although it is presented as an introductory text 
for college seniors and beginning graduate students, 
this book must be understood as a communication, 
a stand on an essentially social issue. The issue is: 
what is the role of the clinical psychologist in con- 
temporary society? The stand is: the clinical psy- 
chologist is concerned with the diagnosis and treat- 
ment of emotionally disturbed persons, and his 
activities along these lines will inevitably expand 
in spite of the obstruction of organized medical and 
psychiatric groups. The author is qualified to speak 
on these matters. He is the chief of a psychology 
training unit in a university-connected VA hospital ; 
before that he was in “full-time clinical work,” and 
before that, in university teaching. 

This communication is 457 pages in length, exclu- 
sive of indices, and includes 155 pages devoted to 
testing per se. Psychological testing is presented 
as part of the process of diagnostic appraisal with 
considerable emphasis upon the general clinical 
skills and behavioral observations of the psycholo- 
gist. Psychotherapy ranks second in space allot- 


ment with 97 pages. The presentation of this sub- 
ject tends to be academic with a bit of a review-of- 
literature flavor. Although the author refers to 
some of his own cases, they suffer from his need to 
present general principles and lack of the breath of 
life. Psychoanalysis comes in for dutiful summariz- 
ing as do other sectors of the field, including the 
learning theory viewpoint. Perhaps most signifi- 
cant, from the standpoint of communication, is the 
fact that the reader is never allowed to forget that 
psychotherapy is a function of clinical psychologists. 
Repeated mention of the divisions of the American 
Psychological Association, and of the psychothera- 
peutic or counselling activities of the members of 
these divisions adds a certain trade union quality 
to the discussion at times. Also significant is the 
attention devoted to the purely professional prob- 
lems of clinical psychology as a young field. These 
are taken up in the introductory and final sections 
which together comprise 63 pages. Here we find 
such items of interest to college seniors as, “the 
payment of fees to psychologists has been recog- 
nized as a legitimate expense for medical treatment, 
broadly defined, and can be deducted for income tax 
purposes.” There is also a discussion of the advan- 
tages of legal status (licensure or certification) for 
psychologists, and a passionate denial of the con- 
cept of psychotherapy as a form of medical treat- 
ment, as embodied in the joint 1954 resolution of the 
American Medical Association, The American Psy- 
chiatric Association, and the American Psychoana- 
lytic Association (reproduced in part in the text). 
This use of an introductory college textbook as a 
vehicle for partisan opinion is unique in the experi- 
ence of this reviewer. The other sections, in the 
order of space allotment, are concerned with clini- 
cal research, 40 pages; diagnostic appraisals in 
various clinical settings, 33 pages; settings in which 
the clinical psychologist works (hospitals, schools, 
private practice, etc.), 30 pages; interview and case 
study methods, 18 pages; general diagnostic and 
theoretical considerations, 13 pages. 

From an objective point of view this volume may 
admirably fulfill the purpose for which it was in- 
tended. It is well written, with competent and 
interesting discussions of psychological diagnosis 
and therapy, and of the professional activities of 
clinical psychologists. It is one which might well 
persuade the interested college student to embark 
upon a career in clinica! psychology, rather than to 
attempt the more arduous task of training first in 
medicine and then in psychiatry. 

Eucene B. Bropy, M. D. 
University of Maryland, 
School of Medicine, 
Baltimore, Md. 
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IN MEMORIAM 


MERRILL MOORE, M. D., 1903-1957 


On September 20, 1957, Dr. Merrill 
Moore died in the 55th year of his life 
from a rapidly metastasizing carcinoma 
after being ill for barely two months. 

Although physically reduced to a shadow 
of his former powerful frame, he remained 
entirely unchanged in his personality: his 
kind concern for others, his interests, his 
activities, his constructive optimistic out- 
look in spite of the fact that he knew every 
detail of the diagnosis and its implications. 

Dr. Moore’s genius lay in the treatment 
of young schizophrenics and similar states 
of adolescent crisis. He took on and suc- 
ceeded in achieving remarkably full re- 
coveries in apparently hopeless cases. His 
outstanding persistence was based on a 
deeply optimistic belief that no situation 
or challenge no matter how difficult is 
hopeless. He accepted the most challenging 
therapeutic problems and never gave up. 
He believed that new activity is more cura- 
tive than mere change in feeling and think- 
ing. This belief led him to be one of the 
first and most effective users of inspired 
occupational therapy in the psychotherapy 
of outpatients. This pragmatic belief in 
activity has been one of the outstanding 
features of his success with patients who 
had failed wholly or in part with other 
methods. 

While in most cases he used psycho- 
therapy alone which he applied with in- 
finite patience, depth and ingenuity of 
understanding, and uncanny capacity for 
the transmission of the positive life forces 
which he so abundantly possessed, he 
nevertheless had the flexibility to use physi- 
cal forms of treatment when needed. Some 
of these he applied himself, and for some 
of them he used consultants with whom he 


collaborated with a selfless blending of 
efforts achieved by few ia our highly in- 
dividualistic field. 

Another field in which he was highly 
successful as a therapist and interested in 
as a research scientist was the treatment 
of chronic alcoholism. His influence and 


work as a therapist did not remain limited, 
however, to any disease, nor even to the 
large number of patients whom he took 
on for formal treatment in his office or the 
many clinics which he attended. The num- 
ber of people whose lives he importantly 
influenced for the better by saying the 
right word, or by doing the right deed at 
the right time is innumerable. In a way 
Dr. Moore was a therapist to the world at 
large. His poetry was a vehicle to extend 
his therapeutic influence to large unseen 
audiences, It reflects his outlook as a physi- 
cian and therapist, giving both insight and 
inspirational synthesis. 

Merrill Moore was born in Columbia, 
Tennessee, the son of John Trotwood 
Moore and Mary Daniel Moore. He stud- 
ied at Vanderbilt University and there 
came under the stimulating influence of 
Sidney M. Hirsch, John Crowe Ransom and 
others, with whom he was associated in 
the “Fugitive” group of modern poets. Life- 
long friendships grew out of these early 
contacts. 

His interest in medicine as an expression 
of his creative instincts outweighed the 
esthetic and artistic one, although the latter 
remained as a strong concurrent interest 
throughout his life. 

After a year’s rotating internship he 
served as intern and resident in neurology 
under Dr. Stanley Cobb at the Boston City 
Hospital. In 1932, he entered psychiatric 
training as a house officer under Dr. C. 
Macfie Campbell at the Boston Psycho- 
pathic Hospital and was subsequently ap- 
pointed Commonwealth Fellow in psychi- 
atry and Research Fellow in psychiatry at 
the Harvard Medical School. In this 
capacity he continued his work with Dr. 
Campbell, but also undertook research 
with Dr. Harry C. Solomon and did psy- 
chiatric outpatient work at the Massachu- 
setts General Hospital. He also spent a 
short time of psychiatric study under Dr. 
Adolf Meyer in Baltimore. Concurrently 
he underwent analysis with Dr. William 
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IN MEMORIAM 


[August 


Herman and Dr. Hanns Sachs, with whom 
he established lasting friendships. 

In 1935, he established a private practice 
in Boston and also served on the staff of 
Dr. Tracy J. Putnam, the newly appointed 
professor of neurology at Boston City Hos- 
pital, being in charge of the psychiatric 
services within that department and which 
the department rendered the remainder of 
the Boston City Hosptial. It was here that 
he carried out his important researches on 
alcoholism and drug addiction and on 
drug-induced psychoses. He attracted 
many contemporaries and younger men to 
the new department at the City Hospital 
which owes a good deal of its growth in 
these days of rapidly expanding knowledge 
in our field to his inspiring and leavening 
influence on the staff, He was a stimulating 
teacher at Harvard Medical School and 
several of the students in whom he took 
particular interest have since become out- 
standing contributors to the field of the 
diseases of the nervous system. 

At the beginning of World War II Dr. 
Moore volunteered for active duty with 
the United States Army, serving as chief 
of the section of neuropsychiatry with gen- 
eral and evacuation hospitals in the South 


Pacific, also as regional consultant, later as 
surgeon of the Nanking Headquarters 
Command in Nanking, China. He was 
awarded the Bronze Star in recognition of 
meritorious achievement in connection 
with military operations against the enemy 
at Bougainville, Solomon Islands, from July 
3 to October 31, 1944 ; and he received the 
Order of the Cloud and Banner (Yen Hui), 
personally awarded by Chiang Kai Check 
for his effective management of sanitation 
after the liberation of Nanking. 

During the post-war years he resumed 
his very active private practice as well as 
his teaching and research. In 1954, he 
shifted the tocus of his research from Har- 
vard Medical School to the Department of 
Human Relations at Harvard University 
where he was engaged in collaboration 
with Professor Henry A. Murray in the 
study of creative processes. Concurrently 
he continued clinical research. 

He is survived by his wife, Ann Leslie 
Nichol Moore, his sons, Adam Gillespie 
Nichol, John Trotwood, Leslie, and a 
daughter, Hester. 

LEo ALEXANDER, M. 
Boston, Mass. 
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manic 


4:30 P.M., MONDAY. 


Agitated, belligerent, 
hallucinating. 


— 


4:40 P.M., MONDAY. Sparine!.V. 5:00 P.M., MONDAY. Calmer, less hostile. Responds 
cooperatively to questions. 


7:30 A.M., TUESDAY. Refreshed but some agitation remains. SPARINE I.V. 
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11:10 A.M., TUESDAY. Relaxed, nonhallucinating, alert. SPARINE orally for maintenance. 
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acute episode controlled... patient accessible 


The effect of SPARINE in subduing manic excitement is often 
visible in minutes. With the arrest of agitation, the patient 
becomes calm, nonbelligerent, and accessible to definitive 
psychiatric treatment. 


SPARINE gives prompt control by intravenous injection and effective main- 
tenance by the intramuscular or oral route. It is well tolerated in all three ® 
hods of administration —r 
met Meprobamate, Wyeth 
PHENERGAN® HCI 
Promethazine HCI, Wyeth 


SPARINE HCI 
Promazine Wyeth 


Comprehensive literature supplied on request 


A Wyeth normotropic 
drug for nearly every 
patient under stress 


Sparine 


HYDROCHLORIDE Promazine Hydrochloride, Wyeth 
INJECTION 

TABLETS 

SYRUP 


Philadelphia 1 Pa 
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to control tranquilizer-induced 
Parkinson-like side effects 


COGENTIN. 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) 


‘COGENTIN’ is effective in providing relief for many patients who develop 
tremor, restlessness, feelings of tension and other Parkinson-like symptoms 
during tranquilizer treatment of mental disorders. 


DOSAGE AND ADMINISTRATION: Recommended dosage is one-half to one tabiet two or 
three times a day. If higher doses are required, the patient should be closely 
observed and dosage adjusted as indicated. When ‘COGENTIN’ is used to offset the 
distressing Parkinson-like side effects caused by tranquilizing drugs, adequate 
therapy with these drugs may usually be continued. Rarely, a decrease in dos- 
age may be necessary. 


SUPPLIED: As 2 mg. quarterscored tablets in bottles of 100 and 1000. 


MERCK SHARP & DOHME 


COGENTIN is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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NEW DEFEAT THE 
MIGRAINE PARADOX 


TRADEMARK 


- relieves headache 
¢ dispels visual disturbances 
- overcomes nausea and vomiting 


*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 


Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Noyes and Kolb- 


MODERN CLINICAL 
PSYCHIATRY 


New (5th) Edition! This valuable reference book 
comprehensively covers the causes, nature, clinical 
symptoms and treatment for the entire range of neu- 
roses, psychoses and personality disorders. The ex- 
amination of the patient is explained in step-by-step 
detail : how to take the history—how to test—how 
to gather and interpret diagnostic data. 


In this extremely practical volume you will find 
complete coverage of a wide variety of psychiatric 
problems from alcoholism to senile psychoses. Ever) 
approved method of therapy is described. Anatomic, 
physiologic, chemical and psychologic factors in 
mental disorders are clarified and illustrated by ac- 
tual case studies. 


All the recent advances in the field of clinical psy- 
chiatry are incorporated. In a new and authoritative 
chapter, Pharmacotherapy in Psychiatry, the place of 
tranquilizers and other new drugs in therapy is 
carefully evaluated. The authors fully delineate in- 
dications for their use and methods of administra- 
tion. Another valuable new chapter details important 
data on Psychiatry and the Law. New material is 
included on mental disorders associated with porphy- 
ria ; also the diagnosis and treatment of the hyper- 
ventilation syndrome. 


By ARTHUR P. Noyes, M.D., Superintendent, Norristown 
State Hospital, Norristown, Pa. ; and LAWRENCE C. KOLB, 
M.D., Professor and Executive Officer, Department of Psy- 
chiatry, College of Physicians and Surgeons, Columbia 
University ; Director, New York State Psychiatric Institute. 
694 pages. $8.00. New (5th) Edition! 


2 up-to-date and authoritative 
volumes jor the prychiatriad! 


Hollendenr- 


The PSYCHOLOGY of 
MEDICAL PRACTICE 


A New Book! Psychiatrists involved in liaison psy- 
chiatry will particularly welcome this unique book. 
The author turns a psychological spotlight on the 
patient, the physician and the medical situation. Em- 
phasis is on the problems which are encountered in 
the everyday practice of medicine and what can be 
done about them. In each instance, clinical illustra- 
tions and applications of these problems are given. 


There is specific advice on handling such problems 
as : spontaneous abortion—"‘addiction” to surgery 


fear of anesthesia—fear of facing cancer—depression 
in post-operative period—psychological problems in 
taking insulin—postpartum psychosis—fear of hav- 
ing defective children—emotional problems during 
labor and delivery. 


The tremendously vital problems of the doctor- 
patient relationship and the emotional reactions of 
patients to disease are clearly pointed out. Dr. Hol 
lender shows the importance of dealing with each 
patient as an /ndividual rather than as a /ype. 


A separate chapter is devoted to carcinoma, since 
this confronts practically every physician regardless 
of his field. Repeated stress is laid on the psycho- 
logical reactions which the patient is likely to 
experience as a result of his illness. 


By MARC H. HOLLENDER, M.D., Professor and Chairman, 
Department of Psychiatry, State University of New York, 
Upstate Medical Center, and Director, Syracuse Psychiatric 
Hospital. 276 pages. $6.50. New! 


Washington Square 
Philadelphia 5 


ease send and charge my account: vasy Payment Pla 
PI d and charge my t: O Easy P. t Plan 


"] Noyes & Kolb’s Modern Clinical Psychiatry $8.00 


|| Hollender’s Psychology of Medical Practice 


XXIII 


ders | 
aut ks 
* 
— 
Onder WB. SAUNDERS COMPANY-"“' 

3 

i AJP-8-58 ' 
4 
a 


Now in one instrument... 

a safe, soothing high frequency 
current for painless sedation 
without drugs and a powerful 
convulsive current at the 

very least as efficient 

as the strongest AC machine, 
but with increased safety 

due to automatically 

reduced side effects. 


MODEL SOS 
REITER SEDAC-STIMULATOR 


Now with Model SOS, Reiter SedAc- 
Stimulator, sedative and convulsive 
therapies may be given with one ma- 
chine. A one knob control with a safety 
spring lock permits simple transition 
from sedative to convulsive currents. 


In ECT, the significantly increased 
efficiency of the Reiter unidirectional 
current offers greater therapeutic and 
convulsive effectiveness. 


Patients may be treated so they are 
quickly clear and bright following 
treatment ... apnea, thrust, agitation 
and confusion are notably minimized. 


The Reiter SedAc current establishes 
better transference ... patients fears 
are relaxed...they become com- 
municative. 


Anxious aversion to EST is greatly 
minimized by application of the 
SedAc current prior to treatment. Only 
the gentle SedAc stimulation is 
remembered. 


Literature available on request. 
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MODEL SOS PROVIDES FOR: 


CONVULSIVE THERAPY 
maximum convulsive and 
therapeutic efficiency 


NON-CONVULSIVE THERAPIES 
ELECTRO-SLEEP THERAPY 


FOCAL TREATMENT 
unilateral and bilateral 


MONO-POLAR TREATMENT 
non-convulsive or convulsive 


BARBITURATE COMA 
iJ and other respiratory problems 


MILD SEDAC 
without sedation 


DEEP SEDAC THERAPY 
with sedation 


PRE-CONVULSIVE SEDAC 
for anxious patients 
who resist EST 


POST-CONVULSION SEDAC 
for deep sleep 


NEUROLOGICAL CONDITIONS 


Model SOS contains the Reiter uni- 
directional currents and three new 
| SedAc ranges as part of the single 
selector control. Model S is available 
| without the SedAc ‘current (may be 
| used with separate SedAc attach- 
ment). The SedAc is also available 
as a self-powered instrument. 


REUBEN REITER, Se.D 


| 64 WEST 48th STREET, 
NEW YORK 36, N. Y. 
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to 
THINGS WORTH KEEPING 


Speech is free in Amer- 
ica. But it’s not free for 
the keeping! Protecting 
our American heritages 
costs money. 


It takes money for 
strength to keep the 
peace. Money for science 
and education to help 
make peace lasting. And 
money saved by indi- 
viduals. 


Your Savings Bonds, 
as a direct investment 
in your country, make 
you a Partner in 
strengthening America’s 
Peace Power —-helping 
us keep the things worth 
keeping. 

Good cash investment, 
too. Put 3 dollars into 
Series E Bonds — take 
out 4 in just 8 years, 
11 months. 


Safe. Both interest 
and principal guaran- 
teed by the U. S. Gov- 
ernment. Every Bond 
recorded, so if it’s lost, 
stolen or destroyed it 
can be replaced, free. 


Automatic saving. The 
Payroll Savings Plan is 
the automatic way to 
save for the big things 
in life. 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Governm. nt does not pay for this advertising The Treasury Department thanks, 
for their patriotic donation, The Advertising Council and this magazine. 
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THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the loca! 


ANNOUNCING 


MODEL 109 
ELECTRONARCOSIS INSTRUMENT 


After the introduction of our model 108 in 1951, 
many minor, annual improvements were made in these 
instruments 

Model 109, although essentially the same instrument, 
incorporating every improvement made during the long 
and successful history of the model 108, has desirable 
longevity improvements, and other additions and changes 
made to comply with the suggestions of an official test 
ing laboratory, and to secure its seal of approval 

We know of no other shock or electronarcosis instru 
ment that carries an official seal of approval. We have 
searched the U.L. catalogs and made inquiry of other 
equivalent testing laboratories and have found none 

Owners of our model 108 instruments may have these 
model 109 changes and additions made in our shep. A 
thirty-month guarantee is given on reworked instru 


public schools. The children enjoy a full social and recrea- ments 
tional schedule with weekly parties, off-campus trips, and We are filling current orders with model 109. No 
participation in regular Boy Scout and Girl Scout work. change in price 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual Electronicraft Corporation 
attention and guidance to help him achieve a happy and 
useful life. 504 West Huntington Drive 

FOR INFORMATION WRITE 


Tel.: Hillcrest 6-1003 
Nova Lee Dearing, Registrar Cable address: Glissando 
Post Office Box 4008, Austin, Texas 


FOR THE MENTALLY RETARDED CHILD 


SIX COMPREHENSIVE PROGRAMS 


© Observation and 
Diagnosis ¢ Summer Program 


Education and Training =, Psychiatric Treatment 
© Residential Supervision Center 


Established 1888, The Training School at Vineland provides care 
and treatment for boys and girls 2 years or older with mental 
potential of 6 years. Complete professional staff. Electroencepha- 
lographic and neurological exams, individual psychiatric, psy- 
chological, physiological, and speech observations and therapies. 


e Custodial Care 


The educational program aims at maximum development of each 
child. Training includes self-care; group living; formal classroom 
education; development of practical habits, attitudes and work 
skills. 

Children live in homelike cottages on 1600-acre estate. Hospital, 
school, chapel, lake, swimming pools, working farm. 

Research Laboratory famed for continuous study of causes, pre- 

For information write: Box N, vention and treatment of mental retardation. 


THE TRAINING SCHOOL AT VINELAND, NEW JERSEY 
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The Brett School 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized per- 
sonal training for a small group of 
girls over five years of age. Carefully 
chosen staff. Special modern teaching 
techniques and program of therapeutic 
education. 


Varied handicrafts, cooking, nature 
study and field trips. Outdoor games, 
picnics and other activities. Comfort- 
able, homelike atmosphere. Close co- 
operation with family physician. 70 
miles from New York City. 


Telephone 


Dingmans Ferry 8138 References 


Directors 
Frances M. King, 
formerly Director of the 
Seguin School 
Catherine Allen Brett, M. A. 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions te: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenus or THE Americas 
New Yorx 20, New 


Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 

INEXPENSIVE 

SERVICEABLE 

Note new price: $2.50 each: 
3 for $7.00 

Please add 25 cents postage for each 


file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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MILWAUKEE SANITARIUM rouxparioy, 


WAUWATOSA, WISCONSIN : 


Maintaining the highest standards 
since 1884, the Milwaukee Sanitar- “A 
ium Foundation continues to stand = 
for all that is best in the physiologi- 
cal and psychotherapeutic treatment 
of neuropsychiatric disorders. Liter- 
ature sent on request. 


CarROLL W. Oscoop, M.D. 
Medical Director 


BENJAMIN A. RusKIN, M.D. 
Asso. Medical Director 


WILLIAM T. KRADWELL, M.D. 
Lewis DaNnzicer, M.D. 
James A. ALsTON, M.D. 
Epwarp Cari SCHMIDT, M.D. 
WILLIAM L. Lorton, M. D. 
DonaLp G. Ives, M.D. 
Isaac J. SaRFATTY, M. D. 
PATRICIA JoRDAN, M. D. 
Epwarp A. Birce, M.D. 


WaLpo W. Buss, Executive Director 


COLONIAL HALL—One of the 17 
units in “Cottage Plan” 


A Modern 
Psychiatric 
Institution 

in Montreal, 
Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies are 
used as indicated. 


Picturesque setting, large grounds, full program of healthful indoor 
Brochure and oe and outdoor activities. 
rates sent 


on request. Adequate supervision of the treatment program and therapeutic team 


by the psychiatrist in chief. 
Founded In 1919 


ALBERT PREVOST 


6555 Gouin Bivd. West, Montreal, P.Q., Phone RI 4-6481 
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A private psychiatric hospital em- Staff PAUL V. ANDERSON, 1-D.. Presiden 

ploying modern diagnostic and treat- REX BLANKINSHIP, M.D., Medical Director 
° JOHN R. SAUNDERS, M.D., Assistant 

ment procedures—electro shock, in- Medical Director 

sulin, psychotherapy, occupational THOMAS F. COATES, M.D., Associate 


and recreational therapy—for nervous 
’ ARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist 


addiction. R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent Gn Request - P.O. Box 1514 - Phone 5-3245 


Founded in 1904 


HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 
The Hospital is located in a 75-ecre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for are and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, MLD. 
Clinical Director 
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HALL-BROOKE 
An Addive Treatment Hospital 


A licensed private hospital devored to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 


Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D 
Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Michaels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 33 E. 74th St., New York, N. Y., LEhigh 5-5155 


@ Capacity Limited @ Occupational and Hobby 
~ Therapy @ Supervised Sports @ Religious Services 
Plus . 
Your patients spend many hours daily in healthful out- 


door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Al ANCLOTEY MANOR Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 
A MODERN HOSP ODERN HOS PITAL Fé ITAL F OR R Director SAMUEL G. HIBBS. M.D. 
EMOTIONAL READJUSTMENT “°° WELLBORN, JR., M.D. 


PETER J. M.D. ACK RUSS, JR., M.D. 


TARPON SPRINGS FLORIDA GONZALEZ, M.D 
ON THE GULF OF MEXICO SAMUEL G. be PHILLIPS, M.D. 


Phone: Victor 2-1811 


phasized @ Large Trained Staff @ Individual Attention 
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BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C, SOLOMON, M.D. GeorGE M. SCHLOMER, M.D. 


Consulting Psychiatrist Medical Director | 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. JAMes Braby, M. D., Medical Director 
C. F. Rice, Superintendent 


FraNcis A. O'DONNELL, M. D. RicHARD L. Conpe, M. D. 
Rospert W. Davis, M. D. H. C. Hoss, Ph.D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 


Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 
and its Psychiatric Day Hospital facility 
BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 
High Standards of Psychiatric Treatment . . . . Serving the Los Angeles Area 


G. CrRESWELL Burns, M.D. HELEN Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


OscaAR ROZETT, M. D., THOMAS P., PROUT, JR. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric problems, Out- 
patient facilities are available for suitable cases. A continued treatment service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the available 


services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway : 
50 miles from N. Y. C. 
T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 


Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wore, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Directoy Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses 


Telephone: OLive 1-9441 
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RING SANATORIUM 
EIGHT MILES FROM BOSTON 


Founded 1879 


For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued care of 
progressive disorders requiring medical, psychiatric, or neurological supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuartes E. Wuirte, M. D., Assistant Director 
Arlington Heights, Massachusetts MIssion 8-0081 


Fully Accredited by the APA and the Joint Commission on Accreditation of Hospitals 


RIVER CREST SANITARIUM 
NEW YORK CITY 


Founded 1896 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and geriatric 

patients. All recognized therapies available according to the needs of the individual patient. 

Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M. D. Martin Dollin, M. D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-8442 


Phone : WINDSOR HOSPITAL Established 


CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 
A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. M. D. G. PAULINE Weits, R. N. Hersert A. SIHLER, JR 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


1270 AVENUE OF THE AMERICAS, ROOM 310 Date 
New YorK 20, New YORK 


Enclosed herewith is $.............. for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number ... 
NAME 


ADDRESS 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. 
America Postage $.50 extra. New Volume begins July 1958 issue. 
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Brand of Primidone 


in epilepsy 


worldwide . 


acceptance 


Reports from 15 countries attest to the clinical effectiveness of ‘‘Mysoline” 
in grand mal and psychomotor attacks. These results are confirmed by three 
years of successful use in the United States. No irreversible toxic effects have 
been reported. When side effects such as drowsiness and ataxia occur, they 
are usually mild and transitory, tending to disappear as therapy is continued 
or dosage is adjusted. 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 


AYERST LABORATORIES * NEW YORK, N. Y. « MONTREAL, CANADA 


‘*Mysoline”’ is available inthe United States by arrangement with Imperial Chemical Industries Ltd. 
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The size of The Devereux Schools makes possible homogeneous 
grouping of students. Boys, girls, and young adults of similar apti- 
tude, maturity, and emotional problems are placed in one of the 
nineteen separate school units in Pennsylvania—or in similar groups 
in California. Within the semi-autonomous group the specially trained 
staff sets the pace to suit ability—not too fast, not too slow. Methods 
are adapted to need. In this environment students tend to overcome 
difiidence, gain confidence, and make real progress. 


And yet the boys and gir)s in these small, residential groups have 
the advantages that only a sizeable organization brings. The Devereux 
Foundation numbers on its professional staff psychiatrists, psycholo- 
gists, general practitioners, and educational personnel. This enables 
the slow-learning and emotionally disturbed students to have the 
advantage of the multidisciplined approach to their problems. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith 
A. Seaton, Registrar, Devereux Schools in California, 
Santa Barbara, California. 


SCHOOLS 
COMMUNITIES 
CAMPS 
TRAINING 
RESEARCH 


THE DEVEREUX FOUNDATION 
A nonprofit organization Founded 1912 
Santa Barbara, California Devon, Pennsylvania 


Professional 
HELENA T. DEVEREUX — 
Charles M. Campbell, Jr., M.D. 
Michael B. Dunn, Ph.D. 


EDWARD L, FRENCH, Pb.D. Fred E. Henry, S.T.D. 
Director ]. Clifford Scott, M.D. 
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